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Children living with parents who misuse substances are a group of children 
who are overlooked in policy and practice. Although research has identified 
that parental substance misuse (PSM) can cause significant harm to 
children, responses in practice remain fragmented. This research set out to 
understand the needs of children living with PSM and of frontline 
practitioners in their endeavour to support these children, with the 
overarching aim to bridge the gap between research and practice.  
This research engages reflexively with qualitative research, adopting 
empirical creative methods, with the voices of children privileged at the 
centre. Guided by the principles of hermeneutic phenomenological research, 
seven children aged 7-16 years, participated in creative interviews, designed 
and analysed using interpretive phenomenological analysis with a total of 
four superordinate and 24 subordinate themes presented. The research 
design included three focus groups attended by 22 professionals, which were 
thematically analysed, with a total of three superordinate and 23 subordinate 
themes presented. 
Through a reflexive engagement with this methodology, the findings provide 
a rich and in-depth understanding of the lived experience of children living 
with PSM. A discussion of the findings focusses on the complexity of the 
lives of children, including the severity of risk factors and enduring harm. The 
discussion of findings also focuses on the protective factors in the lives of 
children living with PSM, including the value of trusted adults to mitigate and 
lessen the burden. The discussion presents an exploration of the systemic 
failings in legislation, policy and practice, set against a backdrop of continued 
austerity measures, outlining the need for a whole system response for 
children living with PSM. Through attention to the children’s narrative this 
thesis bridges the gap between research and practice, by proposing a model, 
informed by children for children. Further, a training model for front-line 
practitioners is proposed, to improve the assessment of risk and identify the 
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Part 1- Introducing the Research 
Chapter 1- Introduction  
[…] it’s not very nice or right for a kid to see it. (Child participant aged 8) 
[…] I’m seeing it and I’m only little. (Child participant aged 7) 
This thesis begins with my connection to the topic of parental substance 
misuse (PSM). During my years of practice as a social worker I have had the 
privilege of supporting children and families affected by a loved one’s 
substance misuse. The stories shared by children living with PSM and the 
disheartening truth of knowing that access to specialist support is a postcode 
lottery, has influenced my choice of research project. During my practice I 
have received countless calls from frontline professionals in neighbouring 
local authorities desperately seeking specialist support for children and their 
families due to PSM.  Having to decline support to a child in need, simply 
because they live in another local authority with no specialist provision, 
leaves a feeling of helplessness and failure as a practitioner. 
Throughout my 13 years in practice, I have observed the welcome change in 
policy and practice for different vulnerable groups of children. There has 
been a noticeable momentum for children who are young carers, as 
evidenced in the Care Act 2014 (H.M. Government, 2014) and Working 
together to safeguard children 2018 guidance (H.M. Government, 2018), the 
development of the local authority offer for care leavers under the Children 
(Leaving Care) Act 2000 (H.M. Government, 2000) and the Children and 
Social Work Act 2017 (H.M. Government, 2017). In recent years there has 
also been a strategic response to the needs of children who are at risk of 
exploitation as evidenced in the Child Sexual Exploitation: Definition and a 
guide for practitioners (Department for Education, 2017). A momentum of 
positive change cannot be said for the needs of children living with parents 
who misuse substances.  
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Children living with parents who misuse substances are overrepresented in 
social work practice, due to the potential need for long term social care 
intervention, being subject to child protection plans and needing to be placed 
in kinship or local authority care (Forrester and Harwin, 2006; 2009). For 
those children who are removed from their parents care due to PSM, they 
continue to experience emotional turmoil as PSM has been found to be a 
significant factor in placement instability (Forrester and Harwin, 2009). 
Despite the overrepresentation of children living with PSM in social work 
practice, training for frontline practitioners on substance misuse and PSM is 
not routine. Inconsistent training for social workers both pre- and post-
qualification is a failure stemming over 30 years (Galvani, 2017).  Despite the 
breadth of knowledge regarding the impact of PSM and the pivotal Hidden 
Harm report (ACMD, 2003) children living with PSM continue to suffer the 
consequences of a fragmented system.  
The consequence of a system which fails to protect vulnerable children living 
with PSM is also evident in the overrepresentation of children in the findings 
from serious case reviews; an inquiry, conducted in every case in England 
where child abuse and neglect has caused a child to suffer serious injury or 
resulted in a child death (Sidebotham et al., 2011). PSM is identified as a 
primary factor in almost half of all serious case reviews and is a secondary 
factor in many more (Sidebotham et al., 2016). 
This research is important because the needs and experiences of children 
living with PSM have remained under the radar of policy makers, 
commissioners and service providers for too long. This research addresses 
the fragmented and systemic failures which contribute to the continued 
silencing of children living with PSM. This research seeks to bridge the gap 
between research and practice and raise the profile of the needs of these 
children. The research design privileges the lived experience of children and 
the experiences of frontline practitioners in their endeavour to support 
children living with PSM. The research design uses the lens of children’s 
rights, is guided by the philosophical paradigm of hermeneutic 
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phenomenology and is purposeful in aiming to inform sustainable changes in 
policy and practice. 
Though it was my practice experience of supporting children living with PSM 
for over a decade which was my motivation to begin this research journey, I 
did not envisage the breadth and depth of failings which the findings from 
this research would highlight. 
1.1 - Thesis Outline 
This thesis explores the experiences and support needs of school aged (7-16 
years) children living with PSM. The experiences of frontline professionals 
across a children’s workforce are also included to provide another 
perspective and understanding of the needs of children living with PSM. 
The thesis is presented in five parts as outlined below: 
Part two- The review of literature 
Part two presents the review of literature, including the research strategy and 
inclusion and exclusion criteria. The review of literature is presented across 
five chapters which explore the prevalence of PSM, how children living with 
PSM are represented in legislation and policy, social work training and 
responses in practice. The latter part of the review explores risk and 
protective factors associated with PSM and the long-term impact of PSM due 
to trauma and adversity. The systematic approach to the literature review 
identifies gaps in research which inform the research questions. 
Part three- Methodology and methods 
Part three articulates the ontological, epistemological position and chosen 
philosophical paradigm of hermeneutic phenomenology which has guided 
this research. The research design is outlined in two parts, including creative 
interviews with children and three focus groups with frontline professionals. 
Part three also outlines interpretative phenomenological analysis (IPA) as the 
most appropriate method for analysis. The ethical considerations for this 
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project, including the issues of insider research, consent and coercion are 
presented before the final chapter in this section presents the analytical 
stages.  
Part four- Presentation of findings 
Part four presents the findings from seven creative interviews with children, 
including their pictures drawn during the interviews and detailed quotes. The 
creative interviews were analysed using IPA, producing four superordinate 
and 24 subordinate themes. The superordinate themes are: 
• Children’s emotional responses to parental substance misuse 
• Children’s experience of living with parental substance misuse 
• Understanding children’s support needs within their immediate 
environment  
• Understanding role of professionals in responding to the support 
needs of children living with parental substance misuse.   
Part four also includes the findings from three focus groups, attended by 
professionals across a children’s workforce, spanning multiple departments 
and professional backgrounds. The focus groups were thematically analysed 
and a total of three overarching themes and 23 sub themes are presented. 
Overarching themes include: 
• Understanding children’s experience of living with parental substance 
misuse (PSM) from the perspective of professionals 
• Parental substance misuse- understanding protective factors and 
children’s support needs 
• Understanding challenges in practice in responding to the needs of 
children living with parental substance misuse 





Part Five- Discussion and concluding chapters 
The concluding part of this thesis connects the three data sets (literature 
review, creative interviews with children and focus groups with professionals) 
to present the key messages and points for discussion. The discussion is 
presented within a theoretical framework, Ecological Systems Theory, which 
illuminate the findings. Conceptualising the need for systemic change in 
response to the needs of children living with PSM. The discussion chapters 
are proceeded by recommendations for change, to bridge the gap between 
research and practice before the final overall conclusion for this research is 
presented. 
1.2 - Definition of key terms 
Throughout this thesis ‘parental substance misuse’ (PSM) is the adopted 
term.  
Parent 
A parent is recognised in legislation as any adult who has parental 
responsibility or who has care of a child either full time or part time, 
regardless of whether they are the child’s biological parents, as outlined in 
section three of The Children Act 1989 (Department for Education, 1989). 
The word ‘parental’ within this research therefore refers to the adult(s) who is 
the primary carer with whom the child lives. 
Substance 
This research adopts the word ‘substance’ as it encompasses all drugs, both 
illicit drugs such as heroin, licit drugs such as alcohol, prescribed drugs and 
poly (multiple) drugs (Gorin, 2004). This research project, in exploring and 
understanding the needs of children living with PSM, has specifically chosen 
not to differentiate between drugs or alcohol. Though there maybe some 
differences regarding the complexity of social and environmental factors 
relating to drugs or alcohol, the similarities of the ‘core’ experience of family 
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members will ‘outweigh the differences’ (Orford et al., 2010:60). As this 
research aims to bridge the gap between research and practice, the 
experience of children living with PSM needs to include both alcohol and 
other drugs (Forrester and Harwin, 2006).  
Misuse 
The term substance ‘use’ is a factual description of the use of a substance, 
that implies no judgement and that no harm is caused. Forrester (2012) 
argues that parents and carers in the United Kingdom who drink alcohol or 
use drugs can do so in moderation and, therefore, do not increase the risk of 
harm to their children (Forrester, 2012). The use of substances by parents in 
itself is not an indication of neglectful or harmful parenting (Huxley and 
Foulger, 2008). 
The term ‘misuse’ is founded on the definitions provided by the Misuse of 
Drugs Act 1971 (ACMD, 1971) and the National Institute for Health and Care 
Excellence (NICE) which defines the ‘misuse’ of substances as having 
harmful effects. The term misuse can be used to describe a person’s 
dependence on or regular excessive consumption, thus impacting on their 
social, psychological and physical wellbeing (NICE, 2012). It is therefore the 
misuse of substances and not the use of substances that contributes to 
harmful behaviour (Gorin, 2004). For this research project, the term misuse 
accurately reflects the focus on understanding the needs of children where 
parental substance misuse is causing harm in relation to a child’s emotional, 
social and physical wellbeing.  
This definition of PSM concludes part one of this thesis, the proceeding 
chapters in part two present the review of literature which will conclude with 




Part 2- A review of literature relating to parental 
substance misuse 
 
Chapter 2- Introduction to conducting the literature review 
This literature review aims to contextualise the research project by seeking to 
understand what is known about the impact of parental substance misuse 
(PSM) on children and understand how policy and practice is shaped in 
response to the needs of children living with PSM.  
The literature review included key peer reviewed publications and all relevant 
literature that would contribute to understanding and answering the following 
questions: 
• What is known about the prevalence of PSM? 
• How are children living with PSM represented in policy? 
• What do we know about the impact of PSM on children’s emotional 
wellbeing, development and safety? 
• What does literature say about the support needs of children living 
with PSM? 
• How is this knowledge reflected in practice? 
 
As the aim of this literature review was to be as inclusive as possible, no 
restrictions were made to the type of study or country of origin, however, 
literature was only included if it was written or translated into English. The 
exclusion criteria included studies which focussed specifically on: 
• Adult substance misuse treatment and recovery 
• Trajectories of substance misuse 
• Substance misuse in pregnancy 
• Foetal Alcohol Spectrum Disorder 




• The needs of children who are not living with their parents and are in 
local authority care or kinship care. 
 
I adopted a systematic approach to search and record the relevant peer-
reviewed papers, books, articles, government legislation, policy and 
guidance from within the United Kingdom, for inclusion in this literature 
review.  Searches were conducted using the following databases, 
Manchester Metropolitan Library, Zetoc, Science Direct, CINAHL and Web of 
Science, as research regarding PSM can span a number of professional 
disciplines, including health, psychology and social care.  
Boolean terms were used to maximise the number of relevant papers. The 
term ‘parental substance misuse’ was predominantly used within the search 
strategy, due to this being the term that yielded fewer irrelevant papers. Each 
search was cross referenced with previous searches to ensure duplicated 
papers were not included. The search strategy was conducted twice, once in 
2018 and the second search conducted between June and September 2020. 
There was a noticeable difference in the number of relevant publications 
between the two searches, as very few publications were identified between 
2017-2020. Across both searches, the dominant country of origin of 
publications was the United States of America and Australia. While the 
majority of papers have been included in this literature review, some papers 
were omitted because they did not add any new information.  
The list of databases, search strategy and the number of included and 
excluded papers identified from the searches are shown below.
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Table 1 Record of literature review search strategy 
10 
 
Utilising my social work practice knowledge, as well as consulting with 
colleagues, I identified government (United Kingdom) documents to ensure 
relevant legislation and wider practice guidance were included. Relevant 
papers and texts were also retrieved using a ‘pearl growing’ technique 
(Schlosser, 2006:568), whereby relevant papers were identified through the 
reading and scanning of bibliographies of studies identified. The first stage of 
the systematic approach was to skim-read abstracts of search results and 
record if deemed to be relevant. The second stage involved reading more 
thoroughly and recording the aims, objectives, and findings of relevant 
papers, using the table below which I adapted from Hart (2014): 
 
Table 2 Record of database results 





Title source Theory/ 
model 
Method Findings Key 
notes 
       
 
This literature review aimed to include all relevant sources of literature with 
the intention of identifying gaps in knowledge in relation to the impact of PSM 
on children and responses in practice. The literature review will inform the 










Parental substance misuse (PSM): Prevalence and 
government responses in the context of policy and 
legislation 
This review of literature begins with an exploration of the prevalence of PSM 
and emerging trends in the use of substances. As this provides the 
foundation for understanding the scale of the problem. Though this research 
study is qualitative, quantitative findings are also important in understanding 
the social work world (Teater et al., 2017) and the needs of children living 
with PSM.  The findings related to the prevalence of PSM are then explored 
in the context of responses in legislation, guidance and policy.  
3.1- Understanding the prevalence of PSM 
Estimating the number of children affected by PSM in the United Kingdom 
comes with a degree of uncertainty, as this is a group of children who have 
been described in literature as ‘silent voices’ and whose lives are 
characterised by denial and secrecy (Adamson and Templeton, 2012; Kroll 
and Taylor, 2009).  
In 2003 the Advisory Council on the Misuse of Dugs (ACMD) published a 
report titled Hidden Harm, the first of its kind in providing an estimate of the 
number of children affected by parents with problematic drug misuse (ACMD, 
2003), which they defined as: 
By problem drug use we mean drug use with serious negative 
consequences of a physical, psychological, social and interpersonal, 
financial or legal nature for users and those around them. Such drug 
use will usually be heavy, with features of dependence. In the United 
Kingdom at present this typically involves use of one or more of the 
following: heroin and other opiates, benzodiazepines, cocaine or 
amphetamines. (ACMD, 2003:7) 
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The definition of ‘problem drug use’ by the ACMD (2003) suggests the 
negative impact of parental drug misuse on children relates only to the 
specified drugs. The definition does not include the use of substances such 
as cannabis, new and emerging synthetic substances, the use of poly 
substances and excludes the use of alcohol. Further, the use of the word 
‘heavy’ is arguably subjective and open to interpretation by practitioners. 
Hidden Harm estimated that between 200,000 - 300,000 children were 
affected by ‘parental problem drug use’ in the United Kingdom. The sources 
of these figures were ‘predominantly in the fields of drug use and children’s 
services’ (ACMD, 2003:7), therefore, excluding the number of children who 
are affected by PSM where parents misuse alcohol and, children whose 
parents were not accessing adult treatment services. While Hidden Harm 
was, at the time a ground-breaking publication, the figures published by 
ACMD continued to be used for a number of years, thereby skewing our 
understanding of the actual prevalence of children impacted by PSM. 
A more recent study by Velleman and Templeton (2016) examined UK data, 
including parental alcohol and drug misuse, and estimated that there were 
3.5 million children under the age of sixteen, living with parental alcohol 
misuse. This figure represented children who were living with one or both 
parents who were binge drinkers, children who lived with a hazardous 
drinker, or children who lived with a parent who was dependent on alcohol 
(Velleman and Templeton, 2016). Based upon the data available, an 
estimated 335,000 children lived with an adult who was dependent on drugs, 
72,000 lived with an injecting drug user, and 108,000 children lived with an 
adult who had overdosed (Velleman and Templeton, 2016).  
Prevalence figures regarding children impacted by PSM, are collated from 
survey data in which it is likely that respondents may under-report their 
substance consumption or, there is uncertainty about what constitutes 
different levels of substance use/misuse (Parliamentary Office of Science 
and Technology (POST), 2018). It is also likely to be an underestimate as 
13 
 
children who have not come into contact with services are unlikely to be 
represented in the estimated figures showing the prevalence of PSM. 
The estimated number of children affected by PSM was still largely based on 
two key publications: The ACMD (2003) report Hidden Harm and the 2004 
Alcohol harm reduction strategy (Manning et al., 2009), both of which were 
published nearly four years after the data was collected. These figures which 
are cited by Velleman and Templeton, (2016) were 16 years old at the time 
of publication. There is, therefore, a major gap in up-to-date figures 
estimating the number of children impacted by PSM.  
The data has further limitations in that it is extrapolated from treatment data 
alone, therefore only representing adults who are accessing treatment 
services. A further concern is that women are less likely to access treatment 
and yet are more likely to live with their child(ren) (Manning et al., 2009), 
which may further under-represent the number of children affected by PSM 
in the UK. 
More recent estimates published by The Children’s Society (2017) suggest 
that of the 5.8 million children aged 10-17 years, 700,000 are affected by 
problematic parental alcohol use in the UK. This data was extrapolated from 
a household survey of 3,000 children aged 10-17. The reliability of this data 
is questionable due to parents self-reporting of whether problematic alcohol 
use was a factor in their household (The Children’s Society, 2017).  
Recently published data by the National Drug Treatment Monitoring Services 
(NTDMS) showed a 4% increase in the number adults entering treatment in 
2018-2019; this is the first increase since 2013 (Public Health England, 
2019). Of the 132,210 adults entering treatment in 2018-2019, 21% were 
parents living with their child or someone else’s child, and 31% of parents 
were no longer living with their children. Findings from the NDTMS data for 
2018-2019 also demonstrated women were more likely to be living with a 
child (58%), compared to men starting treatment (48%). The data also 
highlighted that 80% of children whose parents entered treatment had 
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received no ‘early help’ (see appendix 2- Glossary of terms) (Public Health 
England, 2019:online). 
The prevalence estimates of PSM published by the NDTMS, are largely 
based on treatment cohorts and excludes parents who are not dependant 
(physical or psychological) on substances. This is concerning as the 
prevalence of non-dependant PSM is likely to be higher than dependent 
substance misuse, therefore, the number of children who are affected by 
PSM is likely to exceed current estimates (McGovern et al., 2018). 
The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) 
published a report in 2018 which outlined the emerging trends in substance 
misuse across Europe. Since 2015, 14 new benzodiazepine-related 
substances have been identified, about which little is known regarding the 
toxicology and risks when used (EMCDDA, 2018).  
New synthetic cannabinoids have been associated with deaths and acute 
intoxication (EMCDDA, 2018). Available data across 25 countries in Europe 
concludes that, from 2006 to 2016, there was an increase of 76% in entries 
to treatment centres for synthetic cannabis problems. The increase in 
potency of available products is suggested to be one of the contributing 
factors for this increase. An increase in the potency of heroin, fentanyl 
derivatives, and an increase in crack cocaine misuse are of further concern 
to public health (EMCDDA, 2018). The unknown risk of these new 
substances could cause considerable difficulty for professionals in accurately 
assessing the impact of PSM in relation to a parent being able to meet the 
needs of their children.  
Whilst an accurate estimate of the number of children in the UK affected by 
PSM is not available, what is known is drug trends are changing. It could 
therefore be argued that increases in drug potency, risk of acute intoxication, 
and overdose through use of emerging substances, could result in an 




3.2- Section summary 
The figures outlined above raise concerns about the extent of the unknown 
number of children affected by PSM due to inaccurate data, a reliance on 
data from treatment services and changing drug trends. The following 
section explores how the knowledge of the prevalence of PSM has 
influenced responses from government in the United Kingdom. The chapter 
begins with an exploration of the rights of children which underpin child 
legislation in the UK and will explore how the needs of children living with 
PSM are represented in legislation, policy and guidance. 
3.3- The representation of children affected by PSM in policy 
and legislation: A national picture 
The Universal Declaration of Human Rights 1948, declared that everyone is 
entitled to all rights and freedoms, without discrimination of any kind such as 
race, colour, sex, language, religion, political opinion, national or social 
origin, property or other status. The United Nations Convention on the Rights 
of the Child (under the age of 18) (UNCRC, 1989) recognises the status of 
children and the importance of international cooperation to improve the lives 
and living conditions of children in every country. A key principle of the 
UNCRC is the need for adults and governments to work together to ensure 
all children ‘can enjoy their rights’ (UNCRC, 1989:online) 
The convention includes 54 articles which cover all aspects of a child’s life. It 
was adopted by the United Nations Assembly in 1989 and was ratified by the 
UK in 1991. To date, the UNCRC remains the most complete statement on 
children’s rights in history. Article 33 of the United Nations Convention on the 
Rights of the Child outlines; 
States Parties shall take all appropriate measures, including 
legislative, administrative, social and educational measures, to protect 
children from the illicit use of narcotic drugs and psychotropic 
substances as defined in the relevant international treaties, and to 
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prevent the use of children in the illicit production and trafficking of 
such substances. (UNCRC 1989:9) 
Though article 33 does not specifically state PSM, the article does outline the 
need for children to be protected from the illicit use of substances which, it 
could be argued includes the impact of PSM. The UNCRC (1989) came at a 
time of significant reform in the UK with the implementation of The Children 
Act 1989, which sought to reform and consolidate existing family laws in the 
UK relating to children. 
The Children Act 1989 remains fundamental to social work practice and is 
synonymous with three key principles; that the welfare of every child is 
paramount, delay in responding to the needs of children will impact 
negatively on their welfare and, children and their families should be 
supported to remain together unless doing so would further impact on the 
welfare of the child (H.M. Government, 1989).  There is no single legislation 
that covers child protection in the UK, but the Children Act 1989 is the 
starting point in legislation for the safeguarding and protection of children and 
underpins all subsequent guidance, policy and additional amendments 
(Foster, 2020).  
Approximately every three years statutory guidance, titled; Working together 
to safeguard children is published. This guidance (Working together) 
synthesises continued learning from frontline practice, with the purpose of 
making it clear what individuals, organisations and agencies must and should 
do to keep children safe (H.M. Government, 2018:11). Although, Working 
together to safeguard children is referred to as guidance, it is not optional 
and imposes a legal duty on Local Authorities to act under the general 
guidance’ (Davis, 2014).  
The current Working together to safeguard children guidance for local 
authorities regarding the welfare of children affected by ‘parental alcohol and 
drug use’ was published in 2018 (H.M. Government, 2018). The opening 
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summary of the guidance provides a clear outline of the impact of PSM on 
children: 
Parents’ dependant alcohol and drug use can negatively impact on 
children’s physical and emotional wellbeing, their development and their 
safety. The impacts on children include: 
• physical maltreatment and neglect 
• poor physical and mental health 
• development of health harming behaviours in later life, for example 
using alcohol and drugs at an early age, which predicts more 
entrenched future use 
• poor school attendance due to inappropriate caring responsibilities 
• low educational attainment  
• involvement in anti-social or criminal behaviour (H.M. Government, 
2018:1) 
 
The current guidance outlines that practitioners need to be ‘alert’ to children 
who are in a family with ‘presenting challenges’ such as drug and alcohol 
misuse, adult mental health issues and domestic abuse (H.M. Government, 
2018). The guidance appears contradictory as it describes how children 
affected by PSM maybe at ‘greater risk of harm’ and need additional help 
(H.M. Government, 2018), and yet there are no specific requirements for 
local authorities to commission services to respond to those needs of 
children affected by PSM.  
Unlike other identified vulnerable groups of children, such as young carers, 
where Working together stipulates that, under section 17 of the Children Act 
1989, a Young Carers Needs assessment ‘must’ be carried out if a child is 
identified as a Young Carer. Working together also states Local Authorities 
‘must’ commission services to respond to the needs of Young Carers (H.M. 
Government, 2018). There are currently no statutory requirements for the 
provision of services to children affected by PSM. It could be argued that in 
some cases children affected by PSM are young carers, however children 
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affected by PSM who are not young carers are not adequately protected in 
current legislation. The use of the words ‘alert’ rather than ‘must’ within the 
Working together statutory guidance regarding local authority responses to 
the needs of children affected by PSM, leads to an absence of a statutory 
obligation for local authorities to assess and respond to the needs of these 
children. 
In contrast,15 years prior to the publication of the 2018 Working together to 
safeguard children guidance, Scottish policies and legislation went further in 
recognising the needs of children affected by PSM, stressing that helping 
children affected by PSM was a task for Health, Education and Social 
Services departments (ACMD, 2003). Tackling drug misuse in Scotland was 
a key priority; the Drugs Action Plan: Protecting Our Future (2000) sets out 
how the Scottish Executive planned to respond to young people and 
communities (Scottish Executive, 2000).  
The Scottish drugs strategy was supported by the Good practice guidance 
for working with children and families affected by substance misuse (Scottish 
Executive, 2003). The guidance outlined key factors agencies should 
consider when working with parents who misuse substances, stressing the 
need to be alert to the needs of the children and providing a checklist to 
guide assessments, which is adapted and expanded from the guidance 
produced by the Standing Conference on Drug Abuse (SCODA) in 1997 
(Scottish Executive, 2003). 
Following the implementation of Drugs Action Plan: Protecting Our Future 
(2000), all drug action teams and child protection committees were required 
to have local policies in place that support substance misusing parents and 
their children. With a focus on social work solutions that were unique in 
response to the needs of Scottish families (Robertson and Haight, 2012). 
Getting it Right for Every Child (GIRFEC) guidance was published in 2003, 
providing key policy and practice guidance in Scotland in response to the 
recognised need of children affected by PSM (Robertson and Haight, 2012). 
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Shortly after GIRFEC was implemented, in 2003 the Advisory Council on the 
Misuse of Drugs (ACMD) published its report, titled Hidden Harm- 
responding to the needs of problem drug users (ACMD. 2003). The enquiry 
was commissioned by the UK government in response to ‘tackling’ 
substance misuse becoming a high priority; the focus of the report was the 
children of ‘problem drug users’ (ACMD, 2003). Although the report primarily 
focused on parent’s drug misuse, it outlined that there is evidence from 
across Scotland, Wales and Northern Ireland that parental alcohol misuse 
could be addressed alongside parental drugs misuse (ACMD, 2003). This 
section has outlined how children affected by PSM are represented in child 
legislation and practice guidance. The following section will detail the 
responses to PSM within adult legislation relating to adult substance use. 
3.4- Government responses to adult substance misuse in the 
United Kingdom. 
In 2017, the UK government published its Drugs Strategy which shifted its 
focus to recognise the vulnerabilities of people who misuse drugs (Home 
Office, 2017); a move away from its focus on crime and a hard-line approach 
to tackling drug use as previously seen in the 2002 and 2010 drugs 
strategies. For the first time, the 2017 Strategy acknowledged the needs of 
children affected by PSM outlining how PSM can have a significant impact 
on children and their families due to a parent’s impaired ability to care for 
their children due to substance misuse. The 2017 Drug Strategy suggested 
that children of parents who are dependent on substances were more likely 
to misuse substances themselves: 
Supporting vulnerable families to break the intergenerational 
pathways to dependence is a part of our approach to prevent and 
reduce the demand for drugs and to help build recovery (Home Office, 
2017:12). 
The 2017 Drugs Strategy outlined the Government’s response to the needs 
of children affected by PSM on a national level, through The Troubled 
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Families Programme. This programme was billed as an initiative which 
supported local areas to ensure their services took an ‘integrated and 
coordinated whole family approach’ (Home Office, 2017:12). The Troubled 
Families Programme was ‘targeted’ towards families experiencing multiple 
problems associated namely with crime, anti-social behaviour, children 
truanting from school, adult mental health and domestic abuse, and aimed to 
provide interventions to target families at an earlier stage before they were in 
need of more costly interventions (Bate and Bellis, 2018:3).  
The 2017 Strategy also outlined the need for evidence-based and 
psychological interventions which ‘should’ be available and ensure that the 
needs of children and their families affected by drug misuse were 
‘appropriately met’ (Home Office, 2017:36). However, there does not appear 
to be any clear guidance on how to respond to this recommendation on a 
practice level. There is also a lack of information on how children whose 
parents are not accessing treatment, or whose families are not identified as a 
‘troubled family’ would have access to support and interventions. 
In 2018, Public Health England (PHE) commissioned a consultation exercise 
to refresh their document Supporting information for developing local joint 
protocols between drug and alcohol partnerships and children and family 
services, with the aim of understanding the current environment in practice 
from the perspective of professionals from both adult treatment and 
children’s services (Public Health England, 2018). The commissioned 
consultation received 319 responses from professionals, commissioners and 
managers, with 64% working in substance misuse services and 17% from 
children and family services. From the initial survey of qualitative and 
quantitative questions, 20 in-depth interviews were also conducted (Public 
Health England, 2018).  
The findings from the PHE report highlighted the difficulties experienced by 
professionals in practice and supports the recommendation that clear 
guidance on a practice level is vital. The report outlined that fewer than half 
(44%) had a joint protocol or working agreement between adult substance 
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misuse services and children’s services. Where local joint working 
arrangements were in place, only 6% felt they were ‘very effective’. Effective 
joint working was identified when there was visible presence of the identified 
practitioner who was the point of contact to ‘bridge the gap’ (Public Health 
England, 2018: 38). A further 6% stated they were non-existent or simply not 
effective and of the remaining 88%, respondents felt local joint working 
arrangements were adequate (Public Health England, 2018).  
Interestingly, respondents from children and family services had a lower 
awareness of guidance published by Public Health England, in comparison 
to professionals working in substance misuse, 56% and 76% respectively 
(Public Health England, 2018). The report found that professionals felt there 
were fewer options available to parents who misused substances such as 
cannabis, and their access to support was not clear. Further, there was an 
identified need that ‘thresholds and pathways’ to receiving support were 
clearer if parents were dependant opiates users. (Public Health England, 
2018:31).  
The responsibility for children affected by PSM appears to span a number of 
national government departments as well as local authority departments both 
in adult treatment services and children’s services (POST, 2018). It appears 
that neither adult legislation nor childcare legislation fully take responsibility 
for the needs of these children. Therefore, the lack of clarity in relation to 
whose responsibility is it to respond to the needs of these children (adult 
treatment or children’s services) and the lack of clarity in legislation in 
comparison to other vulnerable groups, continues to be a contributing factor 
in the fragmented provision of services. This sentiment is shared by Turning 
Point, a leading health and social care service in England, who highlighted 
this concern in relation to inadequate policy responses back in 2006. Despite 
the 15 years that have passed, this sentiment continues to ring true: 
The current lack of a nationally shared direction results in a poor use 
of resources and a commissioning process that is not given the lever 
to change. This leads to provision that is inconsistent and 
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uncoordinated with lack of joint working and shared understanding 
around the needs of children and their parents. In the end it is the 
children who are paying the price for inadequate policy responses 
(Turning Point, 2006:5) 
The acknowledgment of the needs of children affected by PSM is well 
documented across numerous government and health publications, both in 
statutory and non-statutory guidance. However, this chapter has highlighted 
the difficulty in relying on guidance rather than statutory obligation to assess 
and respond to the needs of children affected by PSM. The proceeding 






Social work training and practice in response to 
parental substance misuse 
As chapter three illustrated, there are gaps in reliable and accurate data 
regarding the prevalence of PSM. Despite this, the prevalence of PSM and 
the estimated number of children affected by PSM remains stark. Chapter 
three also presented findings in relation to national government responses to 
PSM and the evident lack of clarity which impacts on frontline practice and 
professional responses to the needs of children living with PSM. In light of 
these findings, this chapter will focus on international and national findings in 
relation to social work training and practice in response to the needs of 
children living with PSM. 
4.1- PSM: International social work practice 
Research findings from United States of America (USA) raise questions 
about the disproportionate involvement of children affected by PSM in the 
child welfare system. A review of literature by Becci et al., (2015) identified 
that children from across the USA, who had experienced PSM, were found to 
experience poorer outcomes, were more likely to enter foster care and 
remain in care for longer.  
A study from the USA, aiming to identify the primary causes for children 
entering the care system have estimated that up to 80% of children in foster 
care have a parent who misuses substances (Testa & Smith, 2009). PSM 
was also found to be linked to poor outcomes for children in relation to the 
stability of their foster placement, and linked to children being less likely to be 
reunited with their birth family (Akin et al., 2017). 
A research study using secondary data analysis from nine ‘regions’ across 
the USA, found the frequencies of child maltreatment were associated with a 
broad range of substance misuse behaviours among adults, including the 
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neuropsychological effects of certain substances, and impact of acute 
intoxication and/ or withdrawal that affects a parent’s ability to respond to 
their child’s needs (Kepple, 2018:48). While PSM does not necessarily 
correlate with child ‘maltreatment’, the research findings suggest that PSM is 
complex and varied in relation to levels of substance misuse and type of 
substance being used, and should, therefore, be viewed by practitioners 
along ‘multiple dimensions’ (Kepple, 2018: 53). Prolonged and ‘heavy’ use of 
substances by parents was found to be associated with a ‘chronic failure’ to 
respond and meet their children’s basic physical and emotional needs 
(Kepple, 2018:52). 
A study (USA) which extrapolated national survey data on child and 
adolescent wellbeing and also from interviews with caseworkers, concluded 
that there was significant variation across child welfare agencies in their 
identification of, and response to, PSM (Chuang et al., 2012). Despite 
caseworkers in this study having a specific substance misuse assessment 
tool which could aid decision making and care planning for children and their 
families, caseworkers did not utilise this tool. The paper indicated that 
insufficient training and the perceived burden of high caseloads were factors 
in caseworkers’ reluctance to use such tools (Chuang et al., 2012). 
Research findings from a Canadian study followed a similar vein to studies 
from the USA. Berube et al., (2017) conducted a study whereby the ‘journey’ 
of 55 families within child protection services were followed. One child from 
each family was randomly selected to be the focus of the research and each 
caseworker (social worker in the United Kingdom) for the family completed a 
questionnaire. The questionnaire focused on the responses of parents to 
their child’s needs and identified risk factors were reported in the 
questionnaire separately (Berube et al., 2017). A significant limitation of this 
study was the sparse data regarding fathers, even when caseworkers knew 
the father, questionnaires were not completed. This raises the issue of the 
burden of responsibility and the ‘blame’ placed upon mothers for their 
family’s situation and the need for further research to understand how 
practice can be more inclusive of fathers (Berube et al., 2017:371). The 
25 
 
analysis of available data identified an indicator of concern for caseworkers 
was a child’s age (preschool), in relation to issues about parental guidance, 
boundaries and the child’s physical safety. The results also indicated that 
caseworkers had increased concern for a parent’s ability to respond to their 
children’s emotional needs, providing warmth and stimulation, when parental 
mental health and substance misuse were factors (Berube et al., 2017). 
It is not clear from the study why parents’ substance misuse raised 
caseworkers concerns for the safety and welfare of the children in the 
families they were supporting. A possible limitation of this study is the lack of 
clarity about caseworkers training and knowledge regarding PSM. If 
caseworkers had not received training regarding PSM and the impact on 
children, it is possible that caseworker’s assessment of risk could be 
influenced by personal judgement, stigma associated with different 
substances or PSM could be missed. What this study does highlight, is the 
need for different interventions and services to be available to meet the 
presenting needs of families. For families where parents have multiple 
problems such as substance misuse, mental ill health, and poverty, 
supporting families to address these problems is, at best, described as 
complex (Berube et al., 2017). 
The statistics from the USA regarding the prevalence of PSM in families who 
receive interventions from child protection workers/caseworker are mirrored 
in Australia. Although there are no accurate figures for the number of families 
where PSM co-exists with child maltreatment, estimates suggest that in 50-
80% of families in Australia who come to the notice of child protection 
services, PSM is a significant factor (Taylor et al., 2017). There is no clear 
reason in this Australian study as to why this figure is so broad. The study by 
Taylor et al. (2017:244) ‘extracted data from 88 Australian custodial 
grandparent completed ‘Grandcarer Needs, Wellbeing and Health Surveys’. 
PSM was identified as the major reason parents were unable to ‘adequately 
care for their child/ren’ (Taylor et al., 2017:251). The findings from the study 
outline the experiences of grandparents who cared full time for their 
grandchildren and how their grandchildren had experienced complex and 
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multiple ‘maltreatment’ relating to PSM, including ‘witnessing domestic 
violence’ and having experienced ‘acts of emotional/physical/sexual abuse’ 
(Taylor et al., 2017:247).  
 As with studies from the USA and Canada, perhaps the disparities across 
states and provinces respectively, of the prevalence of PSM and the need for 
child protection services, is due to differing methods of assessment, 
recording, training and knowledge within the child protection workforce.   
While there are identified disparities across the USA, in terms of professional 
responses to the needs of families where PSM raises safeguarding/ welfare 
concerns, research presented throughout this review of the literature 
highlighted that PSM can and does impact on the safety and wellbeing of 
children. As Taylor et al. (2007:242) summarises, PSM is attributed to a 
child’s increased risk of exposure to ‘unsanitary living conditions’, exposure 
to domestic abuse, increased risk of injury resulting in hospitalisation and 
experiencing homelessness. This increased risk of harm to a child because 
of PSM can require the need for statutory child protection services to 
intervene to place a child in a place of safety.  
Similar findings linking PSM and children being unable to be reunited with 
their parents can be found in research from the USA. Children affected by 
PSM are also found to experience less stability in foster care, remain in 
foster care for longer, are less likely to be reunited with their families and are 
more likely to re-enter the care system after reunification (Akin et al., 2017; 
Ghertner et al., 2018). Similar conclusions were drawn from Australia and the 
United Kingdom in relation to poor placement stability and family reunification 
which was particularly fragile for children affected by PSM (Harwin et al., 
2013;Taylor, 2017). 
Further research from Australia supports the notion that families where PSM 
is identified are overrepresented in statutory child protection services. 
Statistical analysis of a cohort of 273 child protection cases in a children’s 
court in Australia identified that PSM was present in 51% of cases. Of those 
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51%, two thirds of cases detailed polysubstance misuse. The study 
concluded that in order to protect children and support parents into treatment 
services earlier, there needs to be an earlier assessment and prompt 
recognition of PSM by child protection professionals (De Bortoli et al., 2013). 
The complexity of PSM is outlined in a large qualitative study, where 171 
women with at least one child under the age of sixteen, across nine 
treatment clinics in Sydney Australia were interviewed (Taplin and Mattick, 
2013). The research identified three key factors which increased the 
likelihood of social care involvement: 1) having more than two children, 2) 
being on psychiatric medication and 3) having less than daily contact with 
their own parent. Consequently, factors such as mothers being isolated, 
having poor support, PSM co-existing with parental mental ill health, and 
being part of a large family can increase the severity of the impact of PSM 
(Taplin and Mattick, 2013). 
4.2- PSM: Social work practice in the United Kingdom 
The findings from international literature have highlighted the complex nature 
of PSM and how it is often intertwined with additional safeguarding concerns 
including domestic abuse and poverty. Although it is not the case for all 
families, PSM is linked to an increased risk of significant harm to a child’s 
emotional, physical health and wellbeing, often requiring the intervention of 
children’s statutory social care services (Brandon et al., 2008). 
This can be seen from an empirical research study by Cleaver et al. (2008) 
which focussed on child protection practice and responses in social care to 
families where PSM and domestic abuse was identified as a safeguarding 
concern. This mixed methods study reported that of the 349 cases, across 
six English local authorities, almost half recorded PSM as the reason a family 
was referred to children’s social care. The study also identified that in one-
fifth of referrals to children’s social care, both PSM and domestic violence co-
existed as a safeguarding concern (Cleaver et al., 2008).  
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Further connections between the prevalence of PSM in children’s social work 
practice is outlined in a study examining all cases going forward for long-term 
allocation over a one-year period in social care across four London boroughs 
(Forrester and Harwin, 2006). The findings from this study found that of the 
290 families, ‘one hundred and eighty-six children from 100 families’ (34% of 
families) received long term social worker intervention because of actual or 
alleged PSM (Forrester and Harwin, 2006:327). 
At the two year follow up study by the same authors, across the same 
London boroughs, 85 children (46%) had stayed with their main carer, with 
the remainder placed in the care of their wider family or the care system 
(Forrester and Harwin, 2009). Children in the study who remained at home 
often struggled with continuing emotional difficulties and poor educational 
outcomes, due to being exposed to further PSM which was often linked to 
substance-related domestic abuse (Forrester and Harwin, 2009). The study 
also concluded that children living with PSM were twice as likely to be 
subject to care proceedings.  For those children who were placed in the care 
of wider family or local authority care, a high proportion continued to struggle 
and had poor outcomes, primarily due to placement instability (Forrester and 
Harwin, 2009). 
The study, whilst only representative of London boroughs, highlights the 
significance of PSM in terms of its prevalence in social work and the long-
term impact on children’s emotional health and wellbeing. The study draws 
attention to the children whose opportunities to achieve their potential was 
limited due to the impact PSM had on their academic achievement. The 
study also highlighted the high proportion of children being placed in the care 
of the local authority because of PSM. A further concern was that families 
where PSM is a significant factor often come to the attention of statutory 
services at a point of severity, where statutory social care intervention is 
necessary to protect and safeguard children (Forrester and Harwin, 2009).  
There is limited literature regarding early intervention and practice relating to 
preventative work. Studies to date appear to be largely focussed on families 
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coming to the attention of services at a statutory level. Therefore, there is a 
gap in research relating to the needs of children living with PSM and how 
those children can be supported before safeguarding concerns escalate. 
One reference to statistical information regarding early intervention and PSM 
can be found in a recent UK government guidance document, where the 
proportion of new cases in need of an early help assessment due to multiple 
risk factors (substance misuse, domestic violence and poor mental health) 
had doubled in 2017-2018, in comparison to the previous two years (H.M. 
Government, 2018).  
A report by the Children’s Commissioner for England (2018), identified the 
connection between PSM and additional safeguarding factors such as 
domestic abuse and poor parental mental health. The report also outlines the 
difficulty which practitioners had experienced in identifying PSM (Children’s 
Commissioner, 2018). The findings presented are largely reliant on data 
relating to statutory social care intervention and findings regarding the 
correlation between PSM and children entering the care system. This 
suggests that children are not coming to the attention of services early 
enough, resulting in limited time for practitioners to promote positive change 
and reduce the risk to children. Significantly, the Children’s Commissioner 
(2018) report also raises questions about whether social workers are 
equipped with the knowledge and training to respond to PSM.  
4.3- Understanding the training needs of the social workers 
in the United Kingdom 
McCarthy and Galvani (2004) strongly advocated the need for social workers 
to be equipped with adequate knowledge and training to respond to the 
needs of ‘vulnerable people’ who came to the attention of social care. The 
very nature of social work practice requires a holistic approach to 
assessment and intervention, meaning social workers routinely explore the 
needs of those they are supporting for a ‘variety of reasons’, be that health, 
mental health, safety, suitable accommodation, finance and wider social 
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factors (McCarthy and Galvani, 2004:91). The core value of social work 
practice is centred on supporting people in need and being equipped with the 
knowledge and skills to identify and assess those needs. Despite social work 
practice being about supporting people, this does not appear to extend to 
people with drug and alcohol problems (Galvani and Forrester, 2011). 
Unlike practitioners within a substance misuse service, social workers may 
become involved with service users for a variety of reasons. Therefore, if 
equipped with the knowledge and skills to explore a person’s substance 
misuse, social workers could provide earlier intervention and signpost those 
in need to substance misuse services (McCarthy and Galvani, 2004:91). 
Galvani and Forrester (2011) conducted a study in England to explore the 
views of newly qualified social workers in relation to how their qualifying 
programme had prepared them for practice when supporting people who 
were using drugs and alcohol. The findings from 284 questionnaires 
concluded that the majority of respondents felt inadequately prepared for 
working with substance use and misuse issues. The research also concluded 
that almost a third of respondents had received no training on substance 
use. This resulted in social workers being ill-equipped with the knowledge to 
appropriately and confidently respond to the needs of service users and few 
examples of good practice being identified (Galvani and Forrester, 2011). 
Similarly, a national survey of both adult and children’s social workers, 
reported ‘overwhelmingly’ that social workers felt substance use knowledge 
was important to their practice, yet ‘their professional education had not 
prepared them well’ (Galvani et al., 2013:894). Further research was 
conducted to explore practitioners’ experience within social care of alcohol 
and drug use in their practice. This study comprised an online survey, 
complimented by focus groups and interviews with 21 participants, across 11 
local authorities including both children and adult directorates (Dance et al., 
2014). The findings identified participants across all areas of social care 
facing alcohol and drug related problems among their service user group. 
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Children’s social workers, however, were more likely to encounter 
problematic use of substances than social workers in adult services.  
The study concluded that despite the extent to which social workers 
encounter drug and alcohol use in their practice, practitioners felt 
uncomfortable asking questions and instead focussed their assessment on 
‘observable signs of impaired functioning’ (Dance et al., 2014:568). The 
research concludes that the training needs of social workers are two-fold; 
firstly, social workers need adequate training to identify and assess risk and 
secondly, they need to be equipped with knowledge and practice skills to 
respond effectively (Dance et al., 2014). 
Galvani et al’s. (2014) qualitative research identified that despite the absence 
of formal training, guidance and practice tools, many practitioners were 
attempting to engage with service users and assess the impact of substance 
use. The research also found that disparities in responses from social 
workers, in not being equipped with the tools to routinely explore alcohol and 
drug issues, meant there was a ‘danger’ that service users presenting needs 
were not being addressed. Further, the research identified problematic 
substance use only came to the forefront when the negative effects were 
visible, as Galvani et al. (2014:1908) notes: 
Waiting for observable substance-related problems before asking 
questions may miss the opportunities to identify harm or potential 
harm at an earlier stage. Once a person’s substance problems are 
observable, it is likely to be late in their problematic use of the 
substance. Harm to self and others may well have already occurred 
by this stage. 
A theoretical analysis of substance use knowledge within social work 
education and post qualifying workforce highlights the systematic failings 
regarding substance use, from government policy and guidance, social work 
education programmes through to training for social workers on the front line. 
As Galvani (2017:6) states: 
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For more than 30 years there have been calls for improved and 
consistent substance use education within qualifying and post 
qualifying social work programmes although this has resulted in 
minimal attention and improvement.  
4.4- Section summary  
This section has presented findings from peer reviewed international 
research conducted in English speaking countries regarding the relationship 
between PSM, child welfare and social work practice. Data from both 
empirical research and literature reviews, have highlighted not only the 
complex nature of PSM and the subsequent impact on children but also of 
the challenges social workers face in their endeavour to accurately assess 
and respond to the needs of children living with PSM. The research has also 
shown the prevalence of PSM in cases where children can no longer live at 
home and for their safety are placed in either kinship or foster care.  
The absence of a formal requirement of PSM knowledge both in education 
and practice has major implications for social work practice. Whilst many 
practitioners will try to assess and provide interventions, without accurate 
knowledge and training they are ultimately being set up to fail. The impact of 
this failure on a systemic level has consequences for the safety and 
wellbeing of people who social workers seek to support.  
4.5- PSM: Learning from serious case reviews.   
In England, every case of child abuse and neglect which results in a child 
death and/or serious injury is subject to a Serious Case Review (SCR). The 
purpose of the SCR’s is to determine whether lessons can be learnt to 
prevent future fatalities, and to learn about how professionals and 
organisations can work together to better safeguard children (Sidebotham et 
al., 2011). The findings from the analysis of SCR’s are published by the 
same team approximately every three years. The publication in 2020 marked 
14 years of research, reporting on SCR’s between 2003-2017. This section 
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explores the findings from the two most recent SCR reports which were 
published in 2016 and 2020 and draws on findings from earlier reports to 
explore, over time, the severity of the impact of PSM. 
In 2012, the fourth consecutive two-yearly study of SCR’s in England 
between 2009-2011, was published. As with previous studies, domestic 
abuse, parental mental ill-health and PSM were identified as significant 
factors in the death of a child (Brandon et al., 2012). Of the 184 SCR’s which 
were notified to the Department for Education, the three significant factors 
named above were present in 86% of cases, with PSM identified as the 
single most significant factor in 42% of SCR’s. The study reported that the 
difference between alcohol or drug misuse was marginal and, as with 
previous reports, the prevalence of PSM was consistent (Brandon et al., 
2012). 
Following the 2012 published report, there was a change in the team’s 
methodology in collating and analysing data from SCR’s, and in 2016 cases 
where a child had suffered significant injury were included in the study 
(Sidebotham et al., 2016). This would account for the increase in the number 
of cases, from 185 to 293, though only 175 of those 293 cases could be 
analysed due to the available reports. (Sidebotham et al., 2016). The findings 
from the 2016 report mirror similar conclusions to the preceding reports and 
found PSM to be the primary significant factor in almost half (47%) of the 293 
SCR’s which were examined (Sidebotham et al., 2016). However, the figure 
of 47% does not include the serious case reviews whereby PSM co-existed 
with other significant risk factors, namely domestic abuse and parental 
mental health (Sidebotham et al., 2016). It is therefore a possibility that the 
extent to which PSM features in the findings from serious case reviews, 
could be even higher than reported.  
The 2016 report was the first report to overtly identify the impact of poverty 
and austerity on the lives of families, naming poor housing, overcrowding, 
homelessness and unemployment as contributory factors within SCR’s. Due 
to issues in data not being collected to indicate markers of deprivation and 
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poverty, a true reflection of the impact of ‘socio-economic gradient in serious 
or fatal maltreatment’ was limited (Sidebotham et al., 2016:34). 
A further key theme from the 2016 SCRs was the need for the focus of 
professionals to remain on the needs of the child but that listening to the 
wider family may provide a more holistic insight, as Sidebotham et al. (2016: 
14) outlines: 
Hearing the voice of the child is crucial but so too is hearing the voice 
of the immediate family and wider family. Hearing children requires 
safe and trusting environments for children to be seen individually, 
speak freely and to be listened to. 
The findings from the 2016 review outlined key learning points for 
professionals, that the effect of PSM, particularly when coexisting with 
domestic abuse, is significant. It is therefore essential that the focus of 
practitioners remains child-led and that support is available to the young 
people as well as the parents. The focus should not shift solely to the needs 
of the parents therefore excluding and losing sight of the young person’s 
needs (Sidebotham et al., 2016).  
In 2020, the analysis of SCR’s between 2014-2017 was published and, as 
with previous reports, the trio of PSM, domestic abuse and parental mental 
ill-health featured strongly. The 2016 report began to highlight the direct 
impact of poverty on families, however, in the 2020 report, the impact of 
poverty on the lives of families came to the fore in the analysis of the 
complexity and stresses experienced by families which led to child neglect, 
abuse and fatality (Brandon et al., 2020).  
The 2020 report was the first time PSM had been split into alcohol and drug 
misuse, although the reasons for this are not mentioned in the report. 
Between 2014-2017, 368 SCR’s were reported to the Department for 
Education. Of those, only 278 SRC’s could be analysed due to available 
reports; only reports which had been published by the Department for 
Education could be included. Of the 278 SCR’s, 165 children had died and 
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113 were seriously harmed (Brandon et al., 2020). The report outlined that 
out of 278, there were 99 SCR’s where alcohol misuse was a significant 
factor, and 99 SCR’s for drug misuse (Brandon et al., 2020). What is not 
clear from the report, is the number of cases where parents used both 
alcohol and other drugs. It is, therefore, difficult to understand the total of 
SCR’s where PSM was the primary significant factor. 
As with the previous published reports, spanning over 14 years of enquiry 
into SCR’s, the connection between PSM, domestic abuse, parental mental 
ill-health is a significant contributory factor in the harm and death of a child. 
In the 2020 report an added connection was the significance of poverty. It 
highlighted the beginning of apparent ‘poverty blindness’ by frontline 
practitioners and normalisation of the existence of poverty (Brandon et 
al.,2020:62). In relation to PSM, the report highlights the need for 
practitioners to explore the causes of poverty and to work with the wider 
family, especially where parents attempted to ‘close down’ professional 
involvement, in seeking to understand the lived experience of the child. The 
report also recommended the need for improved information sharing 
between adult and children’s services, as Brandon et al. (2020:59) outlines; 
The links between domestic abuse, substance misuse and poverty are 
complex and often inter-dependent […]. Substance misuse can result 
in money needed for food and clothing being diverted to satisfy 
parental needs. Short-term solutions followed by case closure leaves 
children at risk. Practitioners need to understand how poverty affects 
children and, through hearing their voices, seek to safeguard and 
improve the quality of their lives. When families are receiving services 
from both adult and children’s services, information sharing and joint 
working enables the development of more realistic plans to safeguard 
children.  
Knowledge of substance misuse is not just essential for specialist substance 
misuse practitioners but for all social workers across both adult and 
children’s services, as Sidebotham et al. (2016:19) states: 
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We owe it to children and their families to identify those lessons, 
disseminate learning and implement actions for improvement.  
As outlined in the previous chapters, social workers do not routinely receive 
education and training regarding substance misuse. In the absence of formal 
education and training, social workers are arguably left ill-equipped to assess 
the impact of PSM on children. The consequence of this failure to educate 
and train front line professionals to assess and effectively respond to the 
needs of children living with PSM, as outlined in this section, can be fatal.  
4.6- Chapter summary  
This review of literature has, so far, presented findings from research relating 
to substance use legislation, policy, guidance and training. The literature 
review has also presented data which illustrated the implications for practice 
regarding PSM. The findings from the reports of SCR’s, spanning over 14 
years, illustrate the severity of the impact of PSM.  Time and time again PSM 
is reported as a significant factor in cases where a child has suffered serious 
harm or fatality.  
To gain an in-depth understanding of the needs of children living with PSM, 
the following chapters will focus on the voice of the child and explore the 
complexity and connection between PSM, domestic abuse and parental 
mental ill-health. Research relating to the impact of longevity of exposure by 
children to PSM will be explored. Finally, existing models of practice which 






Understanding children’s experience of living with 
parental substance misuse 
PSM does not always lead to negative outcomes for children, nor does PSM 
indicate a certainty that children will experience neglectful or harmful 
parenting (Huxley and Foulger, 2008). Although this is important to 
acknowledge, PSM can present acute risks to children within the family 
home due to a parent not being able to respond to a child’s needs, or to 
supervise and to protect them from hazards (Huxley and Foulger, 2008).  
As outlined previously in this literature review, some children whose parents 
misuse substances come to the attention of social care. That said, children 
who experience PSM who do not come to the attention of services may still 
experience ‘persistent adversity’ (Barnard and Barlow, 2003:45) 
Prior to the publication of Hidden Harm in 2003, PSM and the impact on 
children had rarely been seen through the eyes of children. This chapter 
explores the body of knowledge regarding how children experience PSM and 
the associated emotional and physical impact on children. Throughout the 
chapter, reference is made to the age of the children who participated in 
research. This is an important consideration because, as the following 
sections will show, there has been a reliance on the participation of older 
children in research, therefore neglecting the voices of younger children. 
Throughout the chapter, the voices of children will be presented, because, as 
Kroll and Taylor (2009:305) state; 
It is only through hearing the voices of children and young people 
that the totality of their experience can be considered […] We also 




5.1- Children’s negative experience of PSM 
For many children living with PSM life can be fraught with difficulty, danger 
and fear. To allow for an accurate understanding of the needs of these 
children, the negative aspects of PSM should not be avoided (Kroll and 
Taylor, 2009). Children living with PSM can be hidden within families, and 
more so when parents are misusing drugs rather than alcohol (Barnard and 
Barlow, 2003). This, in part, may be due to the ‘illegalities surrounding drug 
misuse’ and the needs of parents to keep their drug misuse hidden, 
consequently reducing the visibility of their children (Barnard and Barlow, 
2003:46).  
When Hidden Harm was published by the ACMD in 2003, the voices of 
children, parents and professionals were collated from numerous sources. 
The plight of children living with parents who misused drugs was outlined 
throughout the report. The report presented direct quotes from children who 
had participated in the research, many of whom had witnessed parental drug 
misuse, including injecting drug use. Children reported missing school or 
being at school and worrying about what their parents were doing at home. 
Other children shared memories of being only seven years old and seeing 
multiple adults in their home using drugs together, and they knew from a 
young age what substances were being taken, while other children said they 
had tried to stop their parents using by refusing to leave the house (ACMD, 
2003).  
In the same year Hidden Harm was published, a two-year qualitative study 
was carried out in Scotland, which aimed to explore the ways in which drug 
dependency had an impact on parenting, from the perspective of both 
children and parents. The study included 36 interviews with children, of 
whom 23 children were living with their parents. The study outlined the 
challenges faced by researchers in interviewing children, largely because of 
parents’ reluctance for their children to take part. Further challenges were 
highlighted with regards to children’s age, as the research had to 
predominantly rely on the involvement of older children; of the 36 children 
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who participated, only 12 were under the age of 12 (Barnard and Barlow, 
2003). 
Children and young people who participated in the research study, identified 
a range of behaviours which had ‘puzzled’ them; they experienced parents 
bad temper and parents being too busy to spend time with them. Despite 
parents providing explanations for their absence, many children reported 
knowing they were in another room taking drugs, and many had witnessed 
parents injecting drugs. Underpinning the experience of the children who 
participated, was the importance of keeping secrets, both within their family 
but especially with ‘outsiders’ (Barnard and Barlow, 2003:51). 
The association between PSM and children’s experience of needing to keep 
secrets and of parental denial has been referred to in literature as ‘living with 
an elephant’. The substance is the elephant, that nobody within the family 
talks about or which becomes the focus of investigation by professionals, 
which leads to the needs of children ‘remaining invisible’ (Kroll, 2004). 
Although the studies detailed so far are focussed on the misuse of drugs, the 
needs of children experiencing parental alcohol misuse are of equal concern, 
as Turning Point (2006:5) outlines:  
Parental alcohol misuse damages and disrupts the lives of 
children and families in all areas of society, spanning all social 
classes. It blights the lives of whole families and harms the 
development of children trapped by the effects of their parents’ 
problematic drinking. 
An Australian study which focussed on systems’ responses for families 
affected by PSM, draws findings from 15 young people aged 11 to 17 who 
were asked by researchers to talk about their perspectives on how alcohol 
and drug use affected their families. The young people were also asked how 
services might best respond to them (Moore et al., 2010). The findings from 
this study revealed similar findings to the study by Barnard and Barlow 
(2003), in that, the lives of young people living with parents who misused 
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substances were marred with a deep sense of stigma and social isolation 
because of the need to ‘keep their family situation secret’ (Moore et al., 
2010:5). In addition to PSM, some children were exposed to multiple drug 
use by several family members. Their experiences were intertwined with 
additional factors which impacted on their emotional and physical wellbeing, 
namely living in poverty, being socially isolated and experiencing family 
conflict (Moore et al., 2010).  
Young people also shared their experience of feeling unsafe because of the 
adults their parents associated with and who, in some cases, ‘treated them 
badly or exposed them to drugs and drug paraphernalia’ (Moore et al., 
2010:3). The complexity and chaos of the lives lived by these young people 
is evident. The compounding issues of PSM, family conflict, poverty, neglect, 
isolation, family separations, secrecy and fear created a plethora of barriers 
for these young people when needing support (Moore et al., 2010). The 
impact on children’s lives and their need to be ‘strong’ to endure such 
hardship was evident, as stated by Moore et al. (2010:7): 
The young people were strong and resilient but also vulnerable. They 
had survived and were still trying to survive through tough times.  
This study highlighted the need for children to have support to ensure their 
safety, to promote positive mental health and resilience, and to lessen the 
impact of the negative factors. Yet, many of these young people felt it was up 
to them to find support; nobody reached out to them despite them coming 
into contact with professionals (Moore et al., 2010). For some young people, 
they felt that there were times when health professionals did not support 
them as the workers’ main focus was on supporting the parents. The findings 
from this Australian study mirrored the findings outlined in the previous 
section relating to the findings from serious case reviews, whereby the 
professionals’ focus on the needs of parents had overshadowed the needs 
and voices of children. 
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This sense of children being ignored, and the needs of their parents being 
prioritised above theirs, was a theme identified in a report by the Children’s 
Commissioner for England (2018). The report explored the lives of children 
living in households where PSM, domestic abuse and mental health 
coexisted. Children and young people between the ages of six and 19 
participated in the research, with the aid of the practitioners who were 
supporting them from a range of services. Of the 15 participants, five children 
were under the age of 12. Many children reported feeling unable to speak 
out, to seek support and, when support was offered, they often felt as though 
this offer was centred on the needs of their parents (Children’s 
Commissioner, 2018). As with the studies presented above by Barnard and 
Barlow, (2003) and Moore et al. (2010), the report by the Children’s 
Commissioner is also heavily reliant on the voices of older teenage children. 
Concerns highlighted in literature describe the isolation that children living 
with PSM experience. They also fear talking to people outside of their family 
unit for fear of the negative consequences and shame (Kroll and Taylor, 
2009; Velleman and Templeton, 2007). The challenge for professionals 
attempting to support children affected by PSM is that families who may be in 
most need of support, may also be the families most reluctant to be 
contacted. This can further exacerbate the feeling of isolation children 
experience, leaving them to carry the burden of secrecy for longer (Taylor et 
al., 2011).  
As children enter into their teen years a further potential risk factor is the 
longevity of exposure to PSM and the normality of living in a household 
where adults misuse substances (Velleman and Templeton, 2007). 
Specifically, the exposure to PSM in relation to drug misuse and the 
associations with crime to fund drug misuse, violence, gang culture and drug 
dealing are all factors which can contribute to the normalisation of ‘street life’ 
and initiation into drug misuse (Hedges, 2012). 
A research study by Bancroft et al. (2004) aiming to understand the 
experiences of young people affected by PSM as they transition into 
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adulthood, highlights the trial and error of strategies that these young people 
adopt in an attempt to cope. A theme which emerged from the findings was 
that young people would try to reduce the amount of substance their parents 
were taking, using a number of strategies such as managing the family 
budget, pleading, and shouting at parents; therefore, children were in many 
ways ‘parenting their parent’. However, this method was futile and often 
resulted in further conflict between parent and child (Bancroft et al., 2004). 
5.2- Direct impact of PSM on parenting  
The direct impact of PSM on parenting can result in the substance becoming 
the parents primary focus, as Melhuish, (2011) found when they interviewed 
three parents about their accounts of crack cocaine. This was a small-scale 
study using interpretative phenomenological analysis to analyse the semi- 
structured interviews with two mothers and one father. The parents’ accounts 
of their crack cocaine use highlighted that during the height of their use, 
crack cocaine often took priority over their child’s needs. The need to use 
crack cocaine meant every aspect of their life revolving around the drug 
(Melhuish, 2011). 
The experience of children living with parental drug misuse is powerfully 
portrayed in Hidden Harm by one parent’s reflection of their life when 
misusing drugs; 
I was running about with folk that were injecting and I was injecting 
myself. I was taking temazepam, valium, acid, really just anything at 
all. Not eating or sleeping, my house was a mess, folk coming into my 
house at all hours, folk having parties at my house. It was disgusting 
the lifestyle I was leading and it was scary as well ‘cause I had my 
wee boy with me and he was seeing everything that was going on 
around him. (ACMD, 2003:46) 
Little is known about the impact of different drugs on parenting and parent-
child interactions, as research has focussed largely on the study of PSM 
relating to alcohol and heroin use (Holland et al., 2014). In a study by 
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Slesnick et al. (2014), 183 mothers who had a child/ren aged 8-16 years in 
their care and who were accessing substance treatment services 
participated. All participants were receiving treatment for alcohol, opiate 
and/or cocaine misuse. The study found that mothers who were addicted to 
opiates showed less negative parenting than the mothers who were addicted 
to alcohol. Overall, all mothers who participated in the study struggled to 
manage their addiction and implement effective positive parenting (Slesnick 
et al., 2014). 
Similar findings were identified by Holland et al. (2014) in a mixed methods 
qualitative study which included parents from 26 families; except for two, all 
participants were single mothers. There were 86 children and although five of 
the children participated in the study, none of the data from the semi -
structured interviews with children were included in the final report (Holland 
et al., 2014). The reason for this exclusion was not outlined. Participants 
included parents who were misusing substances and parents who had 
successfully achieved abstinence or were maintaining controlled drug use.  
There was a noticeable difference between the reflections shared by parents. 
The parents who were misusing substances at the time of interviews, 
described how they were maintaining a ‘normal family life’, despite fluctuating 
episodes of substance misuse (Holland et al., 2014:1496). It is possible 
parents felt unable to talk openly about how their substance misuse was 
impacting on their children, perhaps through fear of the consequences, of 
their confidentiality being broken, of children’s social care being informed, 
and because of feelings of shame. 
Parents who no longer misused substances reflected on their achievement of 
maintaining positive change. They were able to give detailed reflections of 
how their substance misuse had impacted on their children growing up 
(Holland et al., 2014). There was no clear distinction between the impact of 
parental alcohol or drug misuse, but a common theme throughout the study 
was that both are indicative of ‘chaos, lack of consistency and irrationality’ 
(Holland et al., 2014:1500).  
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The study by Holland et al. (2014) illustrates the complexity of the lives of 
parents attempting to manage their substance misuse and meet the needs of 
their children. Common factors included domestic abuse, frequent home 
moves to escape violent partners, experiences of poverty, and ‘the stories 
told by mothers wove strands of abuse and neglect in childhood’ (Holland et 
al., 2014: 1503). Evidencing that substance misuse rarely stands alone and 
that experienced trauma and disadvantage can span generations.  
An Australian study by Cattapan et al. (2008) also highlighted the complexity 
of PSM, including the violence suffered by parents, the impact of their own 
upbringing, and exposure to PSM. This qualitative study interviewed 15 
parents (13 mothers and two fathers) and aimed to identify ‘patterns that 
occur in the family when a parent is juggling both an addiction and the 
nurture of children’ (Cattapan et al. (2008:78). As with the studies presented 
in this section by Slesnick et al. (2014) and Holland et al. (2014), this study is 
primarily focuses on participants who are mothers. The study by Cattapan et 
al. (2008) presents parents’ recollections of the dangers they exposed their 
children to and the precocious maturity children had to adopt. The study 
brings to the fore, the generational impact of exposure to PSM, as Cattapan 
et al. (2008) suggest: 
Children’s lives emerge from the shadows of the lives of their parents 
and grandparents. Drug use seen in one generation affects the lives 
of the next (Cattapan et al., 2008:77)  
In response to the complexity of issues associated with PSM, Neger and 
Prinz (2015) also draw attention to the body of literature regarding the 
interaction of PSM and parenting. Neger and Prinz (2015) argue that to 
address substance misuse without support for parents to address their 
parenting is futile, since insufficient parenting skills to manage their children’s 
behaviour could lead to a parent relapsing. Further, managing a child’s 
behaviour and responding to their emotional needs requires intrinsic 
motivation and emotional-regulation which is argued to be incompatible with 
substance misuse and varying states of withdrawal (Neger and Prinz, 2015). 
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5.3- Section summary 
This section has begun to explore the complexity of PSM and the myriad of 
risk factors experienced by children. The interplay of three significant risk 
factors; domestic abuse, parental mental ill-health and PSM have historically 
been referred to as the ‘Toxic Trio’ (Gorin, 2004). This term is no longer used 
and, as advised by The Association of Directors of Children’s Services 
(ADCS), the preferred term is ‘trigger trio’ in reference to the three most 
prevalent child safeguarding concerns (ADCS, 2018:23). The following 
section will explore the findings in research regarding PSM and associated 
safeguarding risk factors relating to parental mental ill-health and domestic 
abuse. 
5.4- Trigger Trio: PSM, parental mental ill-health and 
domestic abuse 
PSM, parental mental ill-health and domestic abuse are identified as 
significant risk factors experienced by children, and are the most prevalent 
reason’s (80-100% of families) why children and their families come to the 
attention of children’s social care (ADCS, 2018). The complexity of the 
combination of these three factors can increase the severity of the risk of 
harm to a child, as outlined in the findings from serious case reviews, 
presented in chapter 4.4. 
Children living with PSM can experience unpredictable parental behaviour 
and poor parental mental health linked to their parents’ pattern of substance 
misuse, referred to as the ‘before and after’ parent (Kroll and Taylor, 
2009:114). A parent’s overwhelming need to use substances can take 
priority over the emotional and physical needs of their children. This 
relationship with substances competing with the relationship between parent 
and child can pull a parent away from their child, impacting on a child’s 
emotional health and psychological development (Kroll and Taylor, 2009). 
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Increased severity of PSM can have increased negative consequences for 
children. An impaired parent-child relationship, which is categorised by low 
warmth and involvement, can impact on a child’s emotional, physical, social, 
and academic progress. Therefore, reducing a child’s ability to build internal 
coping strategies to be able to cope and to respond to presenting difficulties 
and difficulties in later life (Gance-Cleveland et al., 2007). 
An Australian qualitative study by Reupert et al. (2012) sought to explore the 
issue of dual diagnosis, and the needs of children whose parents had both a 
‘mental health and substance use disorder’. Of the 24 identified children only 
12 children were able to participate due to parents not consenting to their 
child’s involvement. The study highlights the difficulty in seeking to ensure 
children’s voices are heard in research. Children who participated in this 
research were aged between 8 and 15; of the 12 participants, only two 
children were under the age of eleven (Reupert et al., 2012). Children who 
took part in the semi-structured interviews lived in complex family 
circumstances. The demographics of the children highlighted family histories 
of violence, sexual abuse, parent suicide, absent parents, and instability due 
to multiple care episodes. All of the children expressed a view that their 
family situation needed to improve and that they needed support for their 
family (Reupert et al., 2012).  
The impact of parental dual diagnosis on the lives of these children was 
evident through their reflections of experiences. Including their parents 
physical and emotional absence; their experienced neglect was further 
compounded by poverty. The impact of PSM and parental mental ill-health is 
illustrated by this 12-year old’s description of her mum; 
Mum [is] sick all the time. It can be hard to look after her and [this] 
puts stress on me sometimes when it is bad. When you go to the fun 
parks, she can’t join in on the rides… when your parent is sick, they 
don’t have much time for you to show you attention or anything 
(Reupert et al., 2012: 157). 
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Research has identified a connection between parents’ drug and alcohol 
misuse and the occurrence of domestic abuse and its equally debilitating 
impact on the capacity of parents to meet their children’s needs (Holland et 
al., 2014). The impact and strain on children, living under considerable stress 
due to parental alcohol misuse and serious domestic abuse, often for long 
periods of time, is evident in a cross European qualitative study by Velleman 
and Reuber (2007). Of the 57 young people aged 12-18 years who were 
interviewed, 36% reached clinical levels of mental health concern. 
Witnessing distressing incidents left young people feeling sad and angry and 
most had found it incredibly difficult to cope (Velleman and Reuber, 2007). 
The connection between parental alcohol misuse, domestic abuse, and the 
impact on children was further evidenced by Templeton et al. (2009). A 
cohort of 13 young people aged 12-18 years participated in this qualitative 
study, which explored young people’s experiences of living with parental 
alcohol misuse and violence. The study found that all participants had 
experienced hearing fights between parents when they were ‘drunk’ 
(Templeton et al., 2009). Five of the cohort had experienced witnessing a 
parent being hit, or had been hit themselves when trying to protect another 
family member. The young people’s experiences of living in a household 
where alcohol misuse and violence co-existed was depicted as a life of fear, 
isolation, stress and feelings of being unloved. These young people felt that 
they had to just cope and survive (Templeton et al., 2009). 
The extent of children’s knowledge of their parent’s substance use, and the 
complexities within their family when coupled with domestic abuse, can be 
seen in a study by Galvani (2015). Galvani used creative methods within 
focus groups, with 14 children, aged 10-15 years, who were accessing 
specialist support due to their parent’s substance use. The level of 
knowledge and insight children had regarding levels of substance use and 
their understanding regarding predictors of harm and violence, was evident 
from the children’s accounts of their experiences (Galvani, 2015).  
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Many children viewed some substances as less ‘dangerous’ than others; 
drugs were associated with the risk of death, as recalled by one child who 
had a family member who had died from a heroin overdose. The children did 
not identify substance use as a precursor to violence but did identify from 
their experience that the quantity and strength of a substance influenced a 
person’s behaviour (Galvani, 2015). A key message from this study was the 
view from children, that their parents receiving support for their substance 
use did not always mean that family life improved. Reduced substance use 
did not mean reduced violence and having professionals such as social 
workers involved did not reduce the stress and tensions within the household 
(Galvani, 2015).  
5.5- Chapter summary  
The research presented so far within this review of literature has drawn 
attention to the complexity of PSM and of the direct impact on children, in 
relation to both their physical and emotional care needs. The research has 
highlighted that the voice of children is limited and, where children’s 
participation in research is included, the voices of younger children are 
largely absent. The research presented has evidenced the increased risk of 
emotional and physical harm experienced by children when PSM co-exists 
with parental mental ill-health and domestic abuse. The following chapter 






Understanding the long-term impact of parental 
substance misuse on children 
This chapter will explore the literature regarding the potential long-term 
impact on children’s emotional and physical health and wellbeing due to 
PSM. The chapter will draw on findings from literature on childhood 
adversity, childhood attachment and longitudinal studies which explore the 
impact of PSM and associated multiple adversities. 
6.1- Adverse Childhood Experiences 
Pivotal to the understanding of the long-term impact on children exposed to 
PSM and associated risk factors, is the seminal study by Felitti et al. (1998). 
The study sought to explore the long-term relationship of adverse 
experiences in childhood and emotional and physical health problems in 
adult life. Adverse childhood experiences (ACE’s) were initially categorised 
into seven forms of abuse: psychological, physical, sexual, household 
dysfunction, substance abuse, mental illness, mother treated violently and 
criminal behaviour in the household (Felitti et al.,1998:248). Children’s 
exposure to ‘substance abuse in the household’ was the most prevalent of all 
seven categories of abuse, with ’25.6%’ of the respondents experiencing this 
ACE (Felitti et al.,1998:248).  
In addition to poor physical health outcomes in adulthood, exposure to 
multiple ACE’s drew strong correlations to poor mental health in adulthood 
and the risk of developing problems with substances in later childhood and 
adult years (Felitti et al., 1998). Felitti et al.’s. (1998) study concludes that 
children who experience four or more ACEs are more likely to suffer long-
term adversity and are increasingly more likely to develop substance misuse 
problems as the number of ACEs increases.  
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The findings from this ACEs study are mirrored in a recent study by Merrick 
et al. (2017) who identified a clear relationship between adversity in 
childhood (namely emotional, sexual and physical abuse and household 
substance misuse) and poor mental health and substance misuse in 
adulthood. Since the ACE’s study, further adversities have been identified 
and the categories of abuse have been updated to include both emotional 
and physical neglect, as well as absent parents (Burke et al., 2011). A study 
by Hughes et al. (2017) brings to the forefront a more detailed categorisation 
of ACEs and expands the original categories to include, ‘neglect, family 
financial problems, family conflict or discord, bullying, death of a parent, 
serious childhood illness or injury’ (Hughes et al., 2017:361). 
A limitation of the ACE studies is that the prescriptive list could lead to 
professionals who are supporting children and their families to miss or ignore 
other factors and sources of adversity, such as the impact of poverty. 
Though the studies identify the impact of accumulative ACEs, they do not 
provide insight and understanding of a person’s wider environment and the 
impact of social inequalities. As Asmussen et al., (2020:4) outlines, the 
ACE’s narrative needs to engage with the limitations, as ACE’s ‘do not occur 
in isolation’ and prevalence is increased for children who live in deprived 
areas and who experience poverty. 
6.2- PSM and the risk of negative outcomes for children 
The adversity that children affected by PSM experience is intertwined with, 
and exacerbated by, the systems in which they live. Kepple (2018) draws on 
the work of Bronfenbrenner (1977), to explain how multiple systems within 
society can impact on a child’s life. A child’s micro-system including their 
immediate family, their mesosystem, (a child’s surrounding 
community/neighbourhood), the macrosystem (government legislation and 
service provision), and the society in which the child lives (exosystem), are 
all variables which define levels of neglect and impact (Kepple, 2018). In this 
study, data from the ‘National Survey of Child and Adolescent Well-Being 
(NSCAW I)’ in the USA was used to assess the ‘relationship’ between PSM 
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and child ‘maltreatment’. The study sample was composed of 2100 parents 
of children ages 2–17 years (Kepple, 2018:44). The study concluded that the 
direct impact of PSM alone does not ‘dictate’ child maltreatment and it is the 
‘types of social supports’ that may play a role in mitigating or exacerbating 
the effects of parental impairments’ (Kepple, 2018:53). 
Further studies have drawn similar conclusions regarding the correlation 
between adversity in childhood and negative outcomes in adulthood. A 
longitudinal study by Jaaskelaine (2016), was conducted in Finland using 
regression models of data analysis on children born in 1991 who were 
followed until their eighteenth birthday. The study found that both maternal 
and paternal substance misuse were significant predictors of mental 
disorders and harmful substance use in children aged 13-17 years. 
(Jaaskelaine, 2016). Similarly, preliminary results from an Italian study of 
young people experiencing substance misuse problems, concluded that 
young people experience more severe neuropsychological impairments such 
as clinically diagnosed anxiety, depression and poorer cognitive function 
when PSM is a factor (Parolin et al., 2016). 
The impact of experiencing neglect in childhood, coupled with PSM, and the 
associated risk of child development problems with substances, was 
explored in an American study by Kirisci (2001). This longitudinal study 
recruited 344 boys aged 10-12 years, recruited through their fathers who 
were accessing specialist support, including substance abuse treatment 
programmes. The findings from the study found that boys who have 
experienced emotional neglect and PSM were at a greater risk of developing 
substance use disorders in later childhood and into adulthood. Further, the 
study concluded the severity of neglect in late childhood was also associated 
with adverse psychosocial outcomes in later life (Kirisci, 2001). 
This conclusion is supported by a youth development study in Northern 
Ireland (Percy, 2008), which concluded that it is not uncommon for children 
of parents who misuse alcohol to require treatment and intervention for their 
own alcohol misuse in later life (Percy, 2008). While the findings from various 
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studies conclude that being exposed to PSM can greatly increase the risk of 
developing problems with substance misuse in later life, this does not mean 
that all children exposed to PSM become substance misusers themselves 
(Velleman and Orford, 1999). 
The research findings presented in this chapter present a strong connection 
between adversity experienced in childhood and negative outcomes in later 
childhood and adult life. That said, children and families are unique and as 
Velleman and Templeton (2016) suggest, it is unhelpful to generalise and 
draw links between particular risk factors and particular negative outcomes. 
However, what is evident is that there is an increased risk of negative 
outcomes for children who are exposed to multiple adversities.  
6.3- Chapter summary 
This literature review has presented research findings relating to the 
complexity and severity of the impact of PSM on the lives of children. This 
section has explored the body of literature relating to the longevity of 
exposure to PSM. The pivotal study of ACE’s evidenced the connection 
between childhood adversity and the long-term impact of poor physical and 
mental health in adulthood. The ACE’s study was not without limitations, as 
ACE’s rarely occur in isolation and the study failed to include the impact of 
wider environmental factors such as the impact of poverty on children and 
their families. 
This is not to say that all children who live with parents who misuse 
substances will suffer long term consequences. The ACE’s study does not 
account for the protective factors in a child’s life which can help to mitigate 
the impact of PSM and promote positive mental health and wellbeing. As 
such, the following chapters will explore the protective factors which are of 





Understanding children’s protective factors, and 
responses in practice to parental substance misuse 
PSM as illustrated throughout this review of literature, is a significant risk-
factor that can impact on children’s safety, emotional and physical health, 
and wellbeing. While it is important not to shy away from the complex and 
negative realities, it is also important to recognise the significant factors in 
children’s lives, which enable them to develop strategies to cope and 
arguably more importantly, the ability to thrive. The literature so far has 
largely focused on the negative impact of PSM both in terms of the short-
term and long-term impacts. This chapter aims to explore the protective 
factors that are significant in helping to lessen the negative impact of PSM on 
children.  
7.1- Protective factors for children experiencing PSM 
Protective factors are recognised in research as having huge importance 
when assessing the needs of children affected by PSM. They can serve to 
balance risk, and, cumulative protective factors can help children to achieve 
greater resilience (Velleman and Templeton, 2016). 
Newman and Blackburn (2002) suggest there are four core constructs of 
protection for children; a child’s personality (including cognitive skills), the 
absence of ‘chronic life stresses’ (including child abuse and parental illness), 
opportunities for ‘meaningful social roles’, and the structure of a child’s 
family. The structure of the family refers to a child receiving ‘high warmth/low 
criticism’, especially in times of high stress; parental warmth is a key 
protective factor for children (Newman and Blackburn, 2002:8).  
Similarly, Sattler and Font (2018:3) suggests protective factors can be 
identified at multiple levels, including individual traits (such as ‘self- efficacy’ 
and ‘easy temperament’), familial factors (including ‘nurturing and cognitively 
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stimulating parenting’), and community factors (including living in a positive 
neighbourhood and experiencing ‘social cohesion’).  Although protective 
factors are important, it is critical to recognise that their existence in a child’s 
life does not necessarily equate to reduced risk, or risk factors being 
cancelled out by protective factors (Velleman and Templeton, 2007).  
The concept of resilience is often inextricably linked to research relating to 
protective factors in childhood. Newman and Blackburn (2002:1) simplify the 
clinical definitions of resilience and suggest resilience is, in essence, a child’s 
ability to ‘bounce back from adversities’. Resilience is therefore an ability to 
function in spite of the stresses and adversity being experienced.  
Ungar et al. (2013) suggests improved outcomes and increased resilience in 
children are linked to a combination of protective factors; namely, children’s 
individual temperament, their caregivers’ characteristics (capacity to provide 
a secure attachment), a child’s wider environment (neighbourhood) and a 
child’s social and physical ecologies (Ungar et al., 2013). 
Importantly, the longevity of a child’s exposure to adversity needs to be 
considered. Research findings suggest that the more a child is exposed to 
adversity, the more the child will need to depend on the quality of their 
environmental protective factors and resources available to them (Ungar et 
al., 2013). The notion of longevity is supported by Newman and Blackburn 
(2002), who outlined the ‘heightened probability’ that children who 
experience risk factors will experience poorer outcomes when risk factors are 
cumulative.  
A qualitative study by Backett-Millburn et al. (2008) in Scotland, involved 
interviews with 38 young people, aged 15-27 (20 women and 18 men). The 
age range was chosen to include a transitional phase from childhood to 
adulthood and would allow the young people the opportunity for reflection on 
their past experiences (Backett-Milburn et al., 2008). The study aimed to 
explore participants’ retrospective accounts of their childhood and their view 
of factors which would contribute to their ability to cope. Avoiding terms such 
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as coping, resilience, and protective factors, the study adopted the term 
‘getting by’ (Backett-Milburn et al., 2008).  
In their reflections of what helped them to ‘get by’, participants shared their 
accounts of ‘escaping’ either to their bedrooms or leaving the house, they 
‘cried’, they ‘vented’ and found escapism in the form of watching TV or 
listening to music in an attempt to muffle the noise (Backett-Milburn et al., 
2008: 468). PSM rarely existed in isolation and many of the participants 
reflected on their experiences of witnessing parental violence, parents’ poor 
mental health, and, for some, having harm inflicted upon them, including 
physical and sexual abuse (Backett-Milburn et al., 2008). 
7.1.1- Family and friends  
Some protective factors stand alone in their significance, such as having a 
parent at home who does not misuse substances or having a positive bond 
with at least one adult in a caring role, for example grandparents or older 
siblings (Osbourne and Berger, 2009; Velleman and Templeton, 2016).  
For children who live with PSM, trusted adults such as a grandparent who 
live outside of the family home can provide a much-needed break. This safe 
place provides respite for children and is a significant protective factor 
(Bancroft et al., 2004; Velleman and Templeton, 2016). Having support 
inside and outside of the family home is key to helping children feel they are 
being ‘looked-out for’ and to feel less isolated (Bancroft et al., 2004). 
Though having a non-substance misusing adult in the family home and/or 
having a trusted adult in close proximity is deemed to be a significant 
protective factor, it is important to be cautious and mindful of the dynamics of 
family relationships. This is because the identified trusted adult may become 
embroiled in the difficulties associated with substance misuse and thus the 
focus may return to that of the adult and not the child (Forrester and Harwin 
2011: Velleman and Orford, 1999). 
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Findings from a qualitative longitudinal study by Eiden et al. (2016) 
highlighted the importance of maternal warmth and sensitivity in early 
childhood. It is this warmth and parental monitoring in middle childhood that 
supports children to self-regulate and reduce the risk of children developing 
behavioural problems and engaging in risk-taking behaviour in adolescence 
(Eiden et al., 2016). Whilst parental warmth in a child’s early years is 
important, parents’ knowledge of the whereabouts of their children in later 
childhood is argued to be an important protective factor in reducing the risk 
of teenagers entering a pathway to substance misuse (Eiden et al., 2016). 
Alongside emotional warmth and security, a further significant protective 
factor for children is their experience of being encouraged by parents and/or 
family expressing aspirations for their children (Velleman and Templeton, 
2016). 
It is very evident that family relationships play a pivotal role in helping to 
secure and shape a child’s safe base, giving a child the best opportunity to 
develop positive emotional health and wellbeing. However, what is assessed 
as a protective factor for one child may not be a protective factor for another. 
Not all families play a significant role in safeguarding children (Kroll and 
Taylor, 2009), especially where there is family disharmony, family 
breakdown, disputes regarding the shared care of the child, and the denial 
by family members of the very existence of the ‘elephant’ in the room (Kroll, 
2004). 
Further studies by Bancroft et al. (2004) have highlighted the importance of 
family members, siblings and friends who can in times of need be an 
invaluable source of comfort and support for children experiencing PSM. 
Bancroft et al. (2004), conducted interviews with 38 young people, aged 15-
27 years to explore their experiences of PSM. The young people in this study 
shared their experiences of having had difficult lives and at the centre of all 
the difficulties and harm they had endured was PSM (Bancroft et al., 2004). 
They spoke of their need to remove themselves from the situation and how 
seeking respite at neighbour’s or friend’s houses, or simply taking refuge with 
their siblings in their bedroom was their way of coping (Bancroft et al., 2004). 
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Further findings by Bancroft et al. (2004) highlighted that friendships can be 
a source of comfort but also a source of anxiety, as children are left with the 
task of assessing whether they can trust their friends. For children who could 
confide in a trusted friend, especially when their friend really understood 
them because they too had experienced similar worries, this source of 
support was regarded as very special (Gorin, 2004). 
7.1.2- Community resources  
The significance of relationships with adults both inside and outside of the 
family home can, for many children, act as a buffer and protective factor 
against the harm and difficulties experienced at home. A further source of 
protection for children can be opportunities outside of the family home. 
Having access to positive activities can have an ‘important influence on their 
welfare and sense of self-worth’ (Forrester and Harwin, 2011:47). 
Accessing positive activities, perhaps sports or clubs in the community, may 
not be in reach for all children. The complexities of a child’s environment are 
significant when considering protective factors. For example, heroin misuse 
is strongly linked to neglect and social deprivation (Forrester and Harwin, 
2011). The environment in which a child lives is significant in relation to the 
compounding effect and cumulative risk factors. In contrast, if a child was to 
live in an affluent home, they are more likely to have multiple buffers which 
protect against the negative impact of their parent’s substance misuse 
(Forrester and Harwin, 2011). The findings from the study by Forrester et al. 
(2014) identified that for children living with PSM, their protective factors 
were linked to two key sources of support: children having opportunities for 
success outside of their family home and having at least one positive 
relationship with a trusted adult outside of their family. 
A qualitative study by Fraser et al. (2009), utilising creative methods with 
children and semi-structured interviews with parents, explored the impact of 
PSM on children and the implications for services. Participants included 25 
parents from 18 families and 41 children; the study did not outline why only 
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eight children (aged 4-14 years) participated. All of the families who 
participated in the research were receiving support from children’s social 
care (Fraser et al., 2009). The findings from this study, highlight the anxiety 
experienced by children who were worried about their parent’s substance 
misuse because of the fear of being removed from their parents’ care. The 
findings also highlighted that where professional support was available to 
children, trusted long-term relationships were of significance importance.  
Children identified key characteristics that they found helpful, which included 
being trustworthy, being believed, being listened to, kindness and 
confidentiality (Fraser et al., 2009). Of particular importance alongside the 
role of children’s social workers, was the pivotal role of teachers, as 
described by one 11-year-old boy; 
 […] she gave me high hopes, she encouraged me to do my school 
work ... and listened to me if I was upset. (Fraser et al., 2009:857) 
When children and their parents have support from specialist provisions in 
order to share their experiences, to develop positive communication, or to 
meet other families experiencing similar circumstances, there is a reduction 
in family conflict, and an increase in children reporting improved emotional 
wellbeing of the family (Templeton, 2014). The presence of a positive 
support network for both children and their parents can protect against the 
harm that PSM may cause. However, there is a need to reach children where 
the threshold of concern is maybe not high-risk but where a child is still in 
need of support, if poor outcomes for children affected by PSM are to be 
avoided (Huxley and Foulger, 2008).  
The study by Fraser et al. (2009) also draws attention to outcomes for 
children who have experienced PSM and suggests that the children who 
participated in the study were resilient and that this was evident ‘from their 
ability to move on from damaging experiences’ (Fraser et al., 2009:853). The 
study also suggests that children ‘demonstrated resilience in being able to 
look forward to a positive future’, the evidence for this conclusion was based 
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on the optimism from parents and children of their future and parents 
resolving their ‘substance-use problems’ (Fraser et al., 2009:863). The study 
presents a singular view that a child is able to move forward and become 
resilient, because of a reduction in their parents substance misuse. As this 
study is not longitudinal, the study is only able to discuss findings in the 
present, it is not possible to predict the future impact of PSM on the lives of 
these children or the quality of relationships between parent and child when 
PSM has reduced. As Forrester and Harwin (2011) outlined, children who 
experienced PSM can achieve positive outcomes, although ‘exceptionally 
difficult’ it is by no means impossible.  
7.2- Section summary  
This section has presented research findings relating to protective factors 
and the concept of resilience. Children receiving warmth from their parents, 
living in an environment of social cohesion and having trusted adult 
relationships were all protective factors which could act as buffers to reduce 
the impact of PSM.  
Some protective factors stood alone in their significance; having a parent 
who did not misuse substances was important, as well as having a wider 
network of trusted adults and positive family relationships. The research 
findings also outlined the importance of children being able to engage in 
positive activities such as sports and access to community resources. 
Engaging in positive activities was identified as an important protective factor 
in helping children to develop sense of achievement and self-worth.  
The availability of protective factors was influenced by environmental factors, 
as children who lived in more affluent homes were more likely to have 
multiple buffers/ protective factors to lessen the impact of PSM. The role of 
professional relationships was also identified as a significant protective 
factor, teachers and social workers were identified as professionals who 
could listen to and encourage children. 
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With an understanding of risk and protective factors, the following section will 
seek to explore the responses in practice both internationally and nationally 
to the needs of children affected by PSM.  
7.3- International responses in practice 
Research on models of intervention for children affected by PSM remains 
sparse outside of the USA (Broning et al., 2012). Broning et al. (2012) 
argues, much of the research surrounding interventions for children affected 
by PSM has focused primarily on two types of intervention: family focused 
preventions which focus on increasing positive parenting, in relation to 
support and warmth, and, peer group programmes, with the aim of building 
mutual peer support for children (Broning et al., 2012). 
In response to the knowledge of the needs of children affected by PSM and 
the poor response in practice, a German research study aimed to explore the 
effectiveness of a community-based group programme ‘Trampoline’ for 
children aged 8-12 years with at least one substance-abusing parent 
(Broning et al., 2012). Trampoline runs for nine weeks and each week a 
different topic is introduced. Parents are also offered two sessions of 
support. The programme is innovative in that prior to this study there had 
been no evaluative studies in Germany and thus services for children 
affected by PSM remained scarce (Broning et al., 2012).  
The study followed a randomised control design in analysing data from 27 
participating centres, which were predominantly adult substance misuse 
services. The study tested the effectiveness of Trampoline which was 
described as an educational programme for children affected by their 
parent’s substance misuse, compared with an intervention focussed on ‘fun 
and play’ (Broning et al., 2019:1). The study hypothesised that children aged 
8-12 years who received the Trampoline intervention would have an 
improved ability to cope with stress, however, this hypothesis was not 
confirmed as ‘no changes were observed in self‐efficacy, self‐perception, 
physical stress symptoms, and in other health‐related quality of life aspects’ 
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(Broning et al., 2019:7). The study concluded that although children who had 
received the Trampoline intervention had improved ‘addiction related 
knowledge’ and a reduction in experiences of stress and isolation, the 
children also benefited from play. The study acknowledged the need for 
interventions which promote play, to build confidence in a safe and 
predictable environment and enjoy social interactions with other children and 
adults (Broning et al., 2019). 
International examples of practice models in response to the needs of 
children affected by parental substance misuse can also be found in 
Australia. ‘The Mirror Families Programme’ brought a shift from the service 
sector to the community, bringing together families who can provide support 
to vulnerable families, to help with everyday life (Tsantefski, 2013). The 
findings from the review highlighted the significance allied families can have 
in reducing the risk of vulnerable children and parents from being socially 
isolated. The benefits for the children were hugely important as the support 
can become life long, providing a consistent source of support even if a child 
has to be removed from their parent’s care (Tsantefski, 2013).  
Further developments have emerged from studies in Australia in response to 
PSM and the associated risk of harm and poor long-term outcomes for 
children (Dalziel, 2015). The ‘Parents Under Pressure’ (PUP) programme, is 
an intensive intervention for parents who have been prescribed methadone. 
PUP is underpinned by two key constructs; first, that a child’s wellbeing is 
dependent on a parent’s capacity to provide a sensitive, nurturing and 
caregiving environment and secondly that in order for the first to occur, a 
parent needs to manage their substance abuse and behaviour (Dalziel, 
2015).  
The analysis of PUP indicates that investment in this intervention is cost-
effective and, more importantly, the findings indicate a significant reduction in 
abuse cases (Dalziel, 2015). This study highlighted the complex nature of 
PSM and socio-economic factors that contribute to further suffering, neglect 
and, in some cases, child abuse. Given the complex nature of the 
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disadvantages these children and their families face, there is compelling 
evidence that approaches which target single domains such as parenting 
skills are unlikely to be sufficient (Dalziel, 2015).  
The study does not refer to, or identify how children are directly supported. 
The programme undoubtedly benefits the children indirectly, by parents’ 
positive changes in behaviour and stabilised methadone treatment. As 
outlined in previous chapters, parental abstinence or reduction in substance 
misuse does not automatically equate to positive or improved parenting. 
Therefore, the programme appears to be weighted towards responding to the 
needs of parents, but does not provide a direct response to the needs of 
children and how they can be supported to overcome the trauma and 
possible abuse they have suffered. 
7.4- National responses in practice 
The Advisory Council on the Misuse of Drugs Hidden Harm report, called for 
dedicated services for children (ACMD, 2003). Prior to Hidden Harm, there 
were few services available to children living with PSM. Further, the focus in 
practice was centred on adult treatment and less focused on the holistic 
needs of the substance misuser and their family (Templeton et al., 2011).  
Despite an increased understanding of the needs of children affected by 
PSM, research findings by Templeton et al., (2011:115) have concluded a 
lack of clarity regarding the provision of support and that responses in 
practice are a ‘postcode lottery’. Whilst Templeton et al’s. (2011) research is 
ten years old, arguably it remains a current concern. The Children’s 
Commissioner’s report, published in 2018, highlights the concerns from 
children affected by PSM, particularly that they were not aware of specialist 
services available for them. Of the data that has been collated, the provision 
of support services for children affected by PSM appears to be primarily 
focussed on the needs of children affected by parental alcohol misuse 
(Children’s Commissioner, 2018). Further evidence of a continued postcode 
lottery of service provision for children affected by PSM can be found in a 
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recent government paper published in 2018. The study (focussed on only on 
parental alcohol misuse) found that, of the 126 local authorities (84% of all 
English local authorities) which responded, less than half had a specific 
strategy to support children affected by parental alcohol misuse (POST, 
2018).  
M-PACT (Moving Parents and Children Together) is an example of 
innovative practice and one of the growing number of interventions which 
aims to meet the complex needs of children and families affected by PSM 
(Templeton, 2014). The programme consists of an eight-week structured 
group session programme, combining separate work with children, their 
parents, family and whole family group sessions. The programme covers 
topics such as making sense of addiction, family communication, 
feelings/beliefs and safety (Templeton, 2014).  
The findings from a mixed method evaluation model (including 
questionnaires and interviews with practitioners and families) of 13 M-PACT 
programmes in England, indicate that M-PACT helped to increase openness 
and honesty, family relationships grew stronger and there was a reduction in 
conflict (Templeton, 2014). Practitioners, parents and children shared how 
families had bonded towards the end of the programme and many of the 
families wished the programme was longer or that they could do it again 
(Templeton, 2014). Given the complexity and multiple risk factors associated 
with PSM, it is not surprising that families wished for support to continue. 
The voices of the children who have shared their experience of accessing 
such specialist support provisions highlight the important need for these 
children to have support in their own right. The evaluation findings indicate 
positive outcomes for children and their families; however, the research does 
not indicate how children came to the attention of services or how children 
whose parents who were not engaging in treatment services were supported. 
The cumulative effects of PSM on family relationships, attachments, and the 
enduring psychological and physiological distress and violence which 
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children experience require longer-term intervention (O’Conner et al., 2014). 
Whilst the developing provision of services for children affected by PSM is 
welcomed, the evaluative studies bring to light that established services 
appear to be led by substance misuse treatment services. Further, research 
findings have also shown that although family-focused services have 
improved outcomes for substance misusers as well as for children, and have 
cost-effective benefits (POST, 2018), family focus may lead to less powerful 
individuals (children) within the family becoming invisible (Forrester and 
Harwin, 2011). 
A further example of a model of practice in response to the needs of children 
living with PSM can be found in Northern Ireland with the development and 
introduction of the ‘Steps to Cope’ model (Templeton and Sipler, 2014). The 
‘Steps to Cope’ model derives from the 5-step method which was developed 
in response to the needs of adult family members affected by a loved one’s 
substance misuse, and the stress and strain experienced by family members 
(Copello et al., 2010). As with the 5-step method, ‘Steps to Cope’ focuses on 
five key building blocks, namely; stress, strain, information, coping and 
support (Templeton and Sipler, 2014). 
The feasibility of adopting an adult model of intervention to meet the needs of 
children are summarised by Templeton and Sipler (2014). The findings 
indicate that practitioners felt the intervention was valuable, gave structure 
and focus to their work, and that it was possible to adopt an adult model for 
children. However, the study also highlighted significant limitations, in that 
practitioners felt there needed to be more flexibility, particularly when 
children were facing challenging and chaotic times. During these times of 
crisis, practitioners felt it was difficult to engage with a child and work through 
the steps in sequence (Templeton and Sipler, 2014). 
The ‘Steps to Cope’ model, appears to provide practitioners with a 
framework in which to deliver needed support to vulnerable children. 
However, there is a limitation to this study in that the intervention is short-
term, ranging from approximately eight weeks to six months. In response to 
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comments made by practitioners about the length of time it takes to build 
trust with a child (Templeton and Sipler, 2014), it would seem that although 
time-scaled interventions may meet the needs of adult family members, they 
do not necessarily meet the emotional and practical support needs of 
children. Taking into consideration the impact PSM can have on children, 
including knowledge of cumulative risk, ACE’s, and the concept of resilience, 
short-term and time-scaled models of practice do not appear to effectively 
respond to the needs of children affected by PSM. The response to children 
needs to be meaningful, as Kroll (2004:10) outlines: 
Children need to be seen, heard and engaged with on a real level if 
they are to feel confident about being helped. Communication 
between professionals needs to be made open and the child’s 
perspective needs to be brought firmly into the entire assessment 
process so that workers can gain a sense of what children’s lives are 
really like. 
Even if children and young people do have the confidence to confide in a 
trusted adult, especially outside of their family home, they may be doing so 
with much trepidation. It is important, therefore, to listen, to allow children 
time to talk at their pace, and for children to be involved in any subsequent 
decisions. It is then likely that the child will continue to trust and seek comfort 
from their chosen trusted adult (Gorin, 2004). 
The limitations of existing models of practice presented within this section 
have included interventions being time limited and aligned to adults’ services 
or based on parent engagement. A further exclusion and missed opportunity 
to respond to the needs of children living with PSM, appears to be a focus on 
models of practice which are implemented at a statutory level and therefore 
not accessible for children who do not come to the attention of statutory 
services.  
The findings from an evaluation of the Option 2 model is evidence of a 
practice model which is designed as an intervention for families at ‘crisis 
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point’ and where there is a risk of children ‘entering care’ (Forrester et al., 
2008:412). The study by Forrester et al. (2008:415) found that the Option 2 
intervention did not reduce the ‘likelihood of children entering care’ but did 
delay this outcome. The study also found that children whose families had 
received the Option 2 intervention were more likely to return home and 
therefore spend less time in local authority care (Forrester et al., 2008).  
The children who participated in this evaluation study of Option 2, shared 
their thoughts about how family relationships had improved and how they 
liked being able to talk to their Option 2 worker (Forrester et al. 2008). 
Similarly, parents spoke of their experience and the positive impact Option 2 
had on their substance misuse and family conflict. Both children and their 
parents described how positive change was not always sustained and when 
Option 2 ended, the positive change ‘ceased’ (Forrester et al., 2008). A 
significant limitation of this model was the risk that decisions to safeguard 
and protect a child could be delayed and such delays could mean the 
possibility of children suffering prolonged abuse. 
The focus on interventions for children living with PSM at a statutory level, at 
the expense of early interventions, can be seen with the development of the 
Family Drug and Alcohol Court (FDAC) in the United Kingdom. The aim of 
the courts is to reduce the risk of children suffering abuse, through 
collaborative efforts of treatment professionals and children’s social care 
(Gifford, 2014). Where possible, FDAC aims to give families a chance to 
overcome their difficulties through joint working with social care, health, 
adult’s treatment, rehabilitation, housing and probation teams (Bambrough et 
al., 2014). Where families are not able to overcome problems, FDAC will 
seek, as soon as possible, to place a child in a permanence placement, 
whilst also ensuring the care of parents to attempt to avoid repeated patterns 
of pregnancies and children being removed from their care (Bambrough et 
al., 2014).  
Findings from an initial study following the outcomes of the first 41 families to 
go through the court process found significantly better outcomes in 
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comparison with families in the usual court proceedings (Harwin et al., 2013). 
Examples of such outcomes included higher rates of parent-child 
reunification, parents receiving substance misuse services quicker, parents 
remaining in treatment, and an overall reduction in PSM. FDAC not only 
appeared to be a more inclusive and supportive process for parents but was 
also regarded by the professionals involved to be a more focussed process 
and less antagonistic for families (Bambrough et al., 2014).  
A longitudinal study involving interviews with 42 parents and 154 court 
observations of 89 cases explored the long-term outcomes for families, five 
years after their involvement with FDAC. The study illustrated key findings 
which have implications for policy and practice. Parents involved in FDAC 
were predominantly mothers and substance misuse was rarely a stand-alone 
concern; co-existing mental health issues and domestic abuse were 
common.  
A striking, and concerning, finding from this longitudinal study was the 
number of mothers who had been known to children’s social care for more 
than ten years (Harwin et al., 2018). This finding raises significant questions 
regarding what could have been done to reduce the number of PSM cases 
coming to the attention of the courts, and the issue of how long a child has 
had to endure PSM and associated risk factors.  
The findings from the longitudinal study raised further safeguarding 
concerns, as a quarter of all mothers over the five-year follow-up period 
suffered domestic abuse and had continued to misuse substances. Further, 
the study found that a third of all the children who were reunited with their 
mothers at the end of the court proceeding, either developed or continued to 
display worrisome behaviour. These behaviours included anxiety, self-harm, 




It thereby raises the difficult question of whether family drug courts 
only postpone decisions about best ways to achieve the long-term 
interests of children (Harwin et al., 2018:163). 
The evidence base to inform interventions and models of practice to support 
children affected by PSM is poor. There is an identified need particularly in 
the United Kingdom to address this (Woolfall and Sumnal 2009), given the 
research evidence that children affected by PSM are disproportionately 
victims of neglect and abuse (Gifford, 2014).  
In reference to models of practice which are short term interventions; if a 
child required support longer term this would require the practice model to 
exist within a wider infrastructure, to enable children to be signposted to 
other relevant services.  Given the absence of any statutory obligation for 
local authorities in the United Kingdom to respond to the needs of children 
affected by PSM, service provision is likely to remain minimal and 
fragmented. Finally, a model needs to be developed that is designed around 
the child, from the child outwards and not an adult model which is adapted 
downwards to apply to a child.  
7.5- Chapter 7 summary 
This chapter has presented findings relating to protective factors for children 
living with PSM. The findings have highlighted how the availability of 
protective factors are influenced by additional factors such as experiencing 
poverty. The research findings have also illustrated the need for children to 
have protective factors outside of their family, including access to positive 
activities and having a relationship with at least one trusted adult. 
Findings from international and national research have illustrated there is a 
clear endeavour in practice to respond to the needs of children living with 
PSM. However, there are limitations to existing models of practice, including 
support being time limited and often children’s access to support is reliant on 
their parent’s engagement with substance treatment services. 
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7.6- Literature review summary 
The literature review has identified many gaps in research regarding 
legislation, practice guidance, education, training and responses in practice 
to the needs of children affected by PSM. Of significant concern are the 
findings from serious case reviews and, in spite of this knowledge, PSM 
continues to be largely absent from social work education and training.  
The literature has evidenced the complexity, severity and the impact of the 
longevity of expose to PSM on the lives of children. Yet, the response to the 
needs of children living with PSM in legislation, education and practice 
remains at best fragmented. 
Although the experiences of children affected by PSM are documented in 
research, the voice of younger children is noticeably absent. The majority of 
research studies have focussed on exploring the views of teenage children 
or retrospective accounts from young adults. 
Literature relating to childhood adversity have been presented and have 
provided further evidence of the negative impact of PSM. This literature 
review has also presented research findings relating to protective factors and 
what children need to limit the impact and burden of living with PSM. There is 
a further gap in knowledge, as current contextual and environmental factors 
relating to risk and protective factors associated with PSM are absent due to 
a lack of current research. 
Although fragmented due to a postcode lottery of provision, there are clear 
examples of a commitment in practice to respond to the needs of children 
affected by PSM. The literature review has critically explored existing models 
of practice and although there are examples of a clear endeavour to support 
children and their families, interventions do not appear to reflect the wider 
knowledge surrounding childhood adversity, protective factors and building 
resilience. This literature review has highlighted the multiple limitations of 
models of practice for children living with PSM: 
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• Services are time limited 
• Services accessible to children are dependent on parental 
engagement 
• Services dependant on parents accessing substance misuse 
treatment 
• Services only accessible to children if safeguarding concerns require 
statutory social care intervention. 
In response to the gaps in research relating to legislation, social work 
education, responses in practice and most importantly the voice of younger 
children, the following research questions have been identified: 
• How do school aged children (aged 5-16) experience living with a 
parent who misuses substances? 
• What do children need in order to promote and strengthen their 
emotional resilience and enable them, when appropriate, to live safely 
with parents who misuse substances? 
• From the perspective of professionals what changes are considered to 
be necessary in relation to legislation, policy, training and practice to 
respond to the needs of these children? 
 
Part three of this thesis will outline the methodology and research design for 
this project, detailing how I will be addressing the identified research 






Part 3 - Methodology and methods 
Chapter 8 - The research aims and objectives 
The literature review explored the nature of research relating to children’s 
experiences of PSM and drew attention to the needs of children living with 
PSM. Literature on the topic of children and PSM gained momentum 
following the publication of Hidden Harm (ACMD, 2003), yet this momentum 
has appeared to dwindle. The search strategy for this research project also 
highlighted the limited empirical research in recent years. Since 2015, one 
small-scale study was identified that explored the experiences of children 
living with PSM (The Children’s Commissioner for England, 2018). This lack 
of children’s voices in literature has resulted in a gap in knowledge regarding 
the experiences of children living with PSM. 
The literature review identified further gaps in knowledge relating to the 
experiences of children living with PSM, particularly in cases of younger 
school-aged children. The review illustrated that research often focused on 
one aspect of PSM such as domestic abuse or parental mental ill-health. The 
literature review also highlighted the fragmented responses in policy and 
practice, inadequate training for frontline professionals, and few services 
available to meet the complex needs of children living with PSM.  
In response to the findings from the literature review, this study seeks to 
understand the needs of children living with PSM, and the needs of frontline 
professionals supporting families where PSM is a safeguarding concern. At 
the core of this project is the intention to bridge the gap between research 
and practice, to enable families to stay together where appropriate and 






Specifically, the objectives of this research are to: 
1. enable children and young people to talk about their experiences of PSM 
in a safe and supported way 
2. investigate the experiences of professionals across children’s workforce in 
responding to PSM and how they can be better supported 
3. build a model of practice grounded in the experiences of children and 
professionals. 
This study will, therefore, seek to answer the following research questions: 
1) How do school-aged children (5-16 years) experience living with a 
parent who misuses substances? 
2) What do children need in order to promote and strengthen their 
emotional resilience and enable them, when appropriate, to live safely 
with parents who misuse substances? 
3) From the perspective of professionals, what changes are considered 
necessary in relation to legislation, policy, training and practice to 
respond to the needs of these children? 
8.1- Theoretical framework 
This research is designed to understand the needs of children living with 
PSM and the complexity of risk and protective factors within children’s 
immediate and wider environment. This study is framed by Bronfenbrenner’s 
(1977) ecological systems theory, which will guide this research to explore 
multiple factors associated with PSM, and the interaction of behaviour and 
environmental factors. As Bronfenbrenner (1977:514) outlines: 
…the understanding of human development demands going beyond 
the direct observation of behaviour on the part of one or two persons 
in the same place; it requires examination of multi-person systems of 
interaction not limited to a single setting and must take into account 
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aspects of the environment beyond the immediate situation containing 
the subject. 
Adopting this theoretical framework allows for the consideration of factors 
beyond a child’s immediate environment and guides the research to 
understand the complexity of the lives of children living with PSM. The 
framework supports the consideration of factors across multiple systems, 
how those systems interact, and how they may compound both risk and 
protective factors (Bronfenbrenner, 1979). 
It is this theory which will aid further understanding of the presenting and 
potential lifelong impact of PSM on children, and, of the factors within which 
these systems can mitigate the impact and lessen the burden of PSM. Figure 
one below illustrates an overview of the ecological systems theory 
(Bronfenbrenner, 1977): 
 




The inclusion of both children and frontline professionals in the design of this 
research study (outlined further in chapter 10 and 11) is supported by the 
ecological systems theory. Bronfenbrenner (1979) stresses the importance of 
the inclusion of multiple perspectives which allow for a greater understanding 
of the complexity of the phenomena being researched.  
The forthcoming methodology and methods chapters will present the chosen 
research paradigm to support a response to this study’s research questions. 
The choice of IPA, both as a methodology and a method in relation to data 
collection with children will be explored in chapter 9.4-9.5. It will provide a 
clear rationale for the research design, with specific focus on the justification 
for the child’s voice being at the centre of this study. The phenomenological 
approach will also be explored in relation to the inclusion of front-line 
professionals who support children living with PSM (chapter 11).  
In-depth exploration of the chosen approach and steps taken in the analysis 
is presented (chapters 10.4 and 11.4) before concluding with the ethical 
considerations regarding both the safety and wellbeing of all participants. 
This is a sensitive area of research with a vulnerable participant group, as 
children participating in this research project will be living with parents who 
misuse substances. Concerns regarding consent, assent, confidentiality, and 
responding to safeguarding concerns will be discussed in chapter 12. The 
issue of insider knowledge will also be discussed, due to the research taking 





Epistemological and methodological understanding 
9.1 - Ontological and epistemological perspective 
This research study adopts a subjective (also referred to as ‘relativist’) 
ontological position in which it is deemed that there is no one ‘objective truth’ 
(Guba and Lincoln, 1989). A subjective position is taken because this study 
seeks to focus on the varied experiences of children living with PSM, and on 
the varied experiences of professionals in contact with children living with 
PSM.  The subjective position is not concerned with ‘discovering meaning’ 
but for meaning to be constructed (Crotty, 1998) from the perspective of 
each participant and their own unique experience. 
In congruence with a subjective ontological position, this research adopts the 
epistemological position of social constructivism. Social constructivism and 
interpretivism can be difficult to differentiate and are often ‘combined’ 
(Creswell, 2003:8). Though subtle, the difference is noteworthy; 
interpretivism focusses on meaning being ‘linguistically constituted’, while 
social constructivism focusses meaning on the social construct and 
‘impersonal discourses’ (Gorski, 2013:661). The epistemological 
consideration for constructivism is therefore focused on ‘meaning-making’, 
and the way people make sense of the world, however unique their 
experience (Crotty, 1998:58). The essence of this epistemological position is 
that a constructivist researcher ‘addresses the process of interaction’ 
between individuals and their environment, and seeks to understand the 
‘world in which they live and work’, as well as ‘cultural norms’ (Creswell, 
2003:8). To embrace the complexity of meaning, and in seeking to 
understand a person’s world, the social constructivist researcher is reliant on 
the participants’ views and will listen sensitively (Creswell, 2003). 
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9.2- Phenomenological theoretical framework 
This study presents research questions which are focused on understanding 
the lived experience and seeks to answer questions about what needs to 
change for children living with PSM. Although framed by the ecological 
systems theory (Bronfenbrenner, 1977) this qualitative research lends itself 
to a phenomenological approach.  
Phenomenology is a philosophy initiated by German mathematician Edmund 
Husserl. A significant aim of phenomenology was to ground the foundations 
of knowledge so that ‘scepticism of rationality and procedures’ could be 
overcome, therefore building a secure base for knowledge (Smith, 2008:26). 
As Husserl, (1931:43) explains: 
Phenomenology requires us to place our usual understandings in 
abeyance and have a fresh look at things. 
Heidegger, a student of Husserl, moved away from the transcendental 
(descriptive) form of phenomenology towards existential (interpretive) and 
hermeneutic phenomenological philosophy (Smith et al., 2012). Heidegger 
believed Husserl’s form of phenomenology was ‘too abstract’ and that his 
form of phenomenology was in fact more ‘phenomenological’. Heidegger 
questioned whether any knowledge of a person’s experience could be 
known, without an ‘interpretivist stance’ and understanding of ‘the world of 
things, people, relationships and language’ (Smith et al., 2012:16). 
However different the philosophical arguments between writers, the 
commonality rests upon common ground that phenomenology is the study of 
the lived experience of persons and the explanation of these experiences 
(Creswell, 2013). Phenomenology aims to reach an ‘ordinary meaning of the 
phenomenon’; the phenomenological term ‘lived experience’ does not 
necessarily lead to a deeper and rich meaning, until phenomenological 




In this study, the ‘phenomenon’ comprises both children living with PSM and 
professionals who support children and families affected by PSM. A 
phenomenological approach aims to clarify an understanding of situations 
and how those situations are lived, through people who experience such 
situations in everyday life (Smith, 2008). As opposed to reducing the 
phenomena to a statistic, phenomenology aims to remain true to the 
phenomenon and a person’s ‘first-hand’ experience. The detail of this 
experience is significant in capturing as closely as possible the lived 
experience (Smith, 2008:28). 
The phenomenological endeavour is to question ‘what is taken for granted’, 
to critique and awaken a new meaning and understanding (Crotty, 1998:80). 
Further, it is to ‘lift up’ and bring to the forefront a raw moment in a lived 
experience to understand the ‘living meaning’ that arises from the experience 
(Van Manen, 2017:812). This aligns with ecological systems theory as 
Bronfenbrenner (1977) argues that to fully understand the phenomena, the 
researcher needs to account for the complex interactions between an 
individual and their environment. As Crotty (1998:79) suggests: 
We are beings-in-the-world. Because of this, we cannot be described 
apart from our world, just as our world-always a human world-cannot 
be described apart from us.  
Husserlian transcendental phenomenology asserts that the researcher must 
bracket one’s particular beliefs in order to clearly understand the phenomena 
(Laverty, 2003). Moustakas (1994) focuses on Husserl’s concept of 
bracketing, and is guided by the principle that the researcher must ‘set aside’ 
their own experience in order to ‘take a fresh perspective’ (Creswell, 
2013:80). Giorgi’s (2010) interpretation of bracketing is that it is not a matter 
of forgetting, but rather, not allowing past knowledge to be engaged whilst 
determining experiences in research (Creswell, 2013). In contrast, Van 
Manan’s (1990) view of hermeneutic phenomenology is concerned with a 
description of a person’s lived experience, and the interpretation of ‘the 
meaning of the lived experience’ (Creswell, 2013:90). The decision to 
78 
 
conduct this research, to understand the needs of children living with PSM 
and the needs of professionals in their endeavour to support children is 
grounded in my practice experience. It is not possible to bracket or desirable 
to forget my knowledge; this research project is, therefore, guided by the 
principles of hermeneutic phenomenology.   
9.3- Hermeneutic Phenomenology 
The clear distinction between phenomenology and hermeneutic 
phenomenology is that phenomenology is, in its purest form, descriptive and 
‘pre-reflective’ (Van Manen, 2016:9). Hermeneutic phenomenology differs, 
however, as it encompasses both description, but also highlights the 
importance of ‘our reflective grasp’ and, interpretation of ‘the meaning of the 
lived experience’ (Van Manen, 2016:77). Hermeneutic phenomenology is 
therefore an attempt to construct interpretive meaning of the life world, whilst 
remaining mindful that the life world is more complex than the meaning that 
is revealed (Van Manen, 2016). 
The constructivist researcher as outlined in chapter 9.1, seeks to construct 
meaning and is influenced by ‘experience and perceptions’ as well as the 
‘social environment, and the interaction between the individual and the 
researcher’ (Ponterotto, 2005:130). The constructivist researcher 
understands there are ‘multiple meanings’ as well as ‘multiple interpretations’ 
or realities, and therefore this position aligns with the principles of 
hermeneutic phenomenology:  
The constructivist position espouses a hermeneutical approach, which 
maintains that meaning is hidden and must be brought to the surface 
through deep reflection. (Ponterotto, 2005:129) 
Heidegger saw bracketing as impossible, arguing that it is the interpretive 
process, the researcher’s bond with the subject, that allows for a deeper 
understanding and engagement (Laverty, 2003). From Heidegger’s 
perspective, a researcher’s ‘intersubjectivity’, ‘relatedness’ and ability to 
‘communicate with, and make sense of, each other’ is central to the 
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phenomenological endeavour (Smith et al., 2012:17). As Reiners (2012:3) 
illustrates: 
As we understand something we are involved and as we are involved, 
we understand. 
Van Manen (2016) identifies that the problem with a phenomenological 
inquiry is that knowing too much about a phenomenon under investigation 
can pre-dispose the researcher to interpret the nature of the phenomenon 
before even considering the significance of the research question. Therefore, 
a researcher needs to be explicit about their understanding, beliefs and 
biases, as simply trying to forget (or to bracket) would arguably see such 
understandings filter back into their reflections (Van Manen, 2016). 
This research study is founded on my practice experience, experiential 
knowledge and my compassion for, and interest in, supporting children living 
with PSM. It is important to note here my positionality, as the researcher. 
Since 2008, I have been employed as a social worker for a specialist service 
supporting children and their families, affected by PSM.  
I recognise the influence of my professional background and how this may 
shape my interpretation. I adhere to ontological and epistemological 
positions described above, in that my view of reality is that there is no single 
truth, and in aiming to achieve an improved response to the needs of 
children living with PSM, meaning needs to be constructed not discovered.  
It would be difficult to remove myself from the study, or to set aside my 
experience and pre-understanding as it is my practice experience which is 
my bond to this topic.  Further, it is my practice experience and 
understanding of working therapeutically with children that will contribute to 
the research design.  
To harness my practice experience and knowledge, and allow for reflexivity 
to respond to the needs of participants (especially children), hermeneutic 
phenomenology is the preferred philosophical approach for this research 
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study. Aligned with the epistemic theory of hermeneutic phenomenology is 
Interpretive phenomenological analysis (IPA). IPA is both a theory and a 
method and will guide one part of this research study; to understand the lived 
experience of children living with PSM.   
9.4 - Interpretive phenomenological analysis 
Interpretive phenomenological analysis (IPA) ‘synthesises ideas from 
phenomenology and hermeneutics’ as it is concerned with both description 
and the interpretation of meaning. The fundamental philosophy of IPA is that 
there is ‘no such thing as an uninterpreted phenomenon’ (Pietkiewicz and 
Smith, 2012:3). The term ‘idiography’ is also synonymous with IPA, the 
fundamental principle of the idiographic approach is the in-depth analysis of 
every case. The focus of the researcher is therefore on the ‘particular rather 
than the universal’ (Pietkiewicz and Smith, 2012:3). 
IPA is a tradition which interprets the ‘lived experience’ and the stories of 
research participants. According to Alase (2017:12), for those stories to be 
interpreted the researcher ‘must have a true and deeper understanding’ of 
the participants’ lived experience. Whilst the essence of IPA is in the 
centrality of the participant’s own perspective and lived experience, the 
researcher’s interpretation is what distinguishes it from descriptive 
phenomenology. Therefore, IPA seeks to illuminate a phenomenon and, in 
doing so, the researcher employs an ‘empathic and hermeneutic process’ 
(Wagstaff et al., 2014). As Wagstaff et al., (2014:2) explain:  
IPA draws on interpretation to make manifest what is normally hidden 
and to look for meanings embedded in human experience.  
In congruence with my epistemological constructivist paradigm, and practice 
experience of working therapeutically with children living with PSM, IPA was 
the chosen approach. IPA has allowed me to harness this knowledge and 
facilitate reflective and interpretive analysis. A coherent paradigm allowed a 
‘truly conceptualized IPA research study’ (Alase, 2017:12), allowed for a 
deeper understanding, and interpretive narration of  how the phenomenon 
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has impacted on the lived experiences of the children participating in this 
study (Alase, 2017). 
The emphasis of IPA is on sense-making; however, children may struggle to 
express what they are thinking and feeling, and there may be reasons for 
non-disclosure (Smith, 2008). IPA recognises this complexity and the 
importance of the researcher’s role in interpreting people’s emotional state 
from what they do and do not say (Smith, 2008). 
My professional experience of supporting children affected by PSM has 
provided me with the knowledge and practice skills to build rapport, increase 
protective factors and respond sensitively to disclosures. Research 
interviews required me to set aside some of my professional practice skills, 
including ‘interactional habits’ or ‘steering participants towards new and more 
positive appraisals of their problems’ (Smith et al., 2012: 67).  
In place of the usual responses and perhaps a desire to support a child to 
problem-solve and make sense of their world, my role was to listen intently 
and ask questions which were sensitively timed. Ordinarily, in practice, 
silences may be a cue to a practitioner to reflect, problem-solve and gain 
further understanding. However, in interviews, ‘silences have to be waited 
out a little longer’, as participants may pick up the topic again (Smith et al., 
2012:67). Further, as a researcher, it is better to use the silence to ask a new 
question, as opposed to a practitioner response which may be to provide 
perspective on the matter (Smith, 2012:67). The study was dependent on a 
child’s willingness to talk, but also on the careful planning to create a context 
in which children felt empowered and enabled to tell their story. 
9.5- Research through the lens of children’s rights 
This research study is framed by the ecological systems theory and is guided 
by a hermeneutic phenomenological approach but is also designed through 
the lens of children’s rights and a child’s right to participate in matters which 
affect them. This research is embedded within a firm belief and 
epistemological stance that advances in research can be gained through the 
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perspective of children, that children have agency and can inform research, 
and as such are regarded as competent social actors (Christensen and 
James, 2008).  
Traditionally, a child’s perspective was seldom sought and their voice was 
represented in research, through the perspective of adults acting for them 
(Christensen and James, 2008). This approach neglects an understanding of 
children as ‘social persons’ in their own right. While perhaps underpinned by 
a genuine wish to protect children, it nonetheless views children as 
‘incompetent or vulnerable’ and leaves the researcher with a doubt as to 
whether a child can ‘give and receive factual information’ (Christensen and 
Prout, 2002:478). 
Article 12 of the United Nations Convention on the Rights of the Child 
(UNCRC 1989) states that where children are capable, they have a right to 
express their views freely: 
States Parties shall assure to the child who is capable of forming his 
or her own views the right to express those views freely in all matters 
affecting the child, the views of the child being given due weight in 
accordance with the age and maturity of the child (UNCRC 1989:4). 
Significant advances in research have followed since the UNCRC in 1989. 
These advances have seen greater inclusion of the voices of children in 
research and are a welcome development in the way they are ‘treated and 
understood’ (Aldridge, 2017). Bronfenbrenner argued the importance of 
understanding the role social and consequential factors play in a child’s life, 
and the value of including children in research to understand their experience 
(Greene and Hogan, 2005). The developments in research regarding 
children involvement has seen a shift from the perspective of children as 
objects, but rather children as subjects, and more recently children as social 
actors (Christensen and Prout, 2002). Children are no longer solely 
perceived to belong within a group such as a family, a school, or social 
institution, but as dependent ‘social actors’ who have their own experiences 
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and understandings (Christensen and Prout, 2002:482). Recognising 
children as subjects, rather than objects of research, requires an acceptance 
that children can voice their opinions and perspectives in their own right and 
report ‘valid’ experiences, as Alderson (2000:243) explains:  
To involve all children more directly in research can therefore rescue 
them from silence and exclusion, and from being represented, by 
default, as passive objects, while respect for their informed and 
voluntary consent helps to protect them from covert, invasive, 
exploitive or abusive research. 
Children’s lived experience, and their perspectives on what they need to 
thrive, will remain central to this research study, based on the philosophy that 
children can bring perspectives which need to be taken into account (O'Reilly 
et al., 2013). By including children within this research study, there was a 
temptation to design the research around the inclusion of older children, or 
young adults, who could potentially have provided a detailed retrospective 
account of their lived experience. Making such an assumption and not 
allowing younger children to participate is discriminatory and does not 
account for their abilities and capabilities (O’Reilly et al., 2013).  
A reliance on retrospective accounts and the exclusion of young children in 
research could limit our knowledge base, and so, as researchers, it is 
important to include younger children (O’Reilly et al., 2013). The researcher 
who values children’s perspectives and wishes to understand their lived 
experience has a responsibility to use appropriate methods to support 
inclusion and enable children to ‘feel they have control’ (Christensen and 
James., 2000:5). 
The following chapters will present the chosen research methods for child 
and adult participants in separate parts. Firstly, the research design for the 
inclusion of child participants, and the analytical process will be presented. 
Secondly, the research design which includes professional participants from 
across a children’s workforce and analytical process will be presented. The 
84 
 
methods section will conclude with a discussion of the ethical considerations 





Methods part 1 – Research design with children  
This research aimed to explore the lived experiences of children impacted by 
PSM and seeks to gather the views of professionals who support children 
and families impacted by PSM. As chapter nine illustrated, this is a 
qualitative study that will use the principles of hermeneutic phenomenology, 
framed by the ecological systems theory, to influence the research design.  
Part one will begin by discussing the need for child-sensitive research 
methods. This section will present the use of an adapted version of ‘draw 
and write’ as the most suitable data collection method for this group of 
children. Details of the recruitment and interview process with the children is 
presented, before concluding with the analytical steps of IPA. 
10.1- Creative methods with children 
To successfully undertake research with children, we cannot treat them like 
adults, or use the same research methods. For children’s voices to be heard 
we need to understand their individual abilities, and design a research 
process that empowers them to communicate (Punch, 2002). It cannot be 
assumed that the age of a child will determine their level of understanding; 
therefore, the methods adopted need to suit the unique and individual 
preferences of the participating child (Greene and Hogan, 2005).  
Child-friendly techniques should not be assumed to be more appropriate; 
therefore, the notion of reflexivity should be central to research with children, 
not only for a researcher to reflect on their role and assumptions about a 
child’s level of understanding, but to be reflective and reflexive in the choice 
of methods (Punch, 2002). The voices of children are central to this 
research; to ensure their participation was valued and meaningful, it required 
an innovative and creative design (Sewell, 2011).  
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This research study adopted and adapted the ‘draw and write’ technique to 
empower children who may have limited vocabulary, and/or who have 
shorter attention spans (Punch, 2002). The crux of the ‘draw and write’ 
technique is to invite participants to both draw and write about a relevant 
issue. For younger children, those lacking in confidence to draw, or those 
who do not want to draw, the option of children simply talking can be used 
(McWhirter, 2014).  
In this research study, children were not asked to write but were invited to 
draw a picture and talk about it. The use of drawings can give children more 
time to think about what they wish to portray. The drawing can be adapted, 
allowing a child more control to express themselves at their pace, unlike an 
interview situation where responses are more immediate (Punch, 2002). The 
strength and skill of this technique lies in the careful selection of open 
questions which allow children to express their thoughts and feelings 
(McWhirter, 2014). 
Through my experience of supporting children affected by PSM, I have 
gained invaluable insight into a child’s ability to communicate about the most 
sensitive information. I had considered photovoice as an alternative method, 
whereby children take photographs to document and reflect on issues 
important to them (Woodgate et al., 2017). Upon exploration, I chose not to 
adopt this method as I felt it had the potential to be too intrusive, and would 
take away a child’s autonomy during the interview. It also had the potential to 
evoke anxiety and/or embarrassment, as a child may have taken a 
photograph that they no longer wanted to talk about (Evans-Agnew and 
Rosemberg, 2016). In contrast to the method of photovoice, this project’s 
method of ‘draw and talk’, conducted within the constructivist paradigm, is 
about ‘shared meaning-making’ and empowering children to express 
themselves through their drawing and storytelling, under their control and in 
their time (Russo et al., 2006:236).  
The tools chosen to support the application of the ‘draw and talk’ technique 
are ones which have informed my social work practice. The first tool, which I 
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have found to be especially powerful with younger children, is use of the 
question ‘If alcohol/drugs could turn into an animal, what would it look like?’. 
This tool enables children to use their imagination, to tell their story through a 
character, in this case an animal. Through my practice experience I have 
observed the benefit of this tool, as telling their story through an imaginary 
character can lessen the burden children feel of being disloyal to their 
parents. As Russo et al. (2006:231) explains: 
The imaginary world of young [children] often makes it easy for them 
to engage in storytelling and to make unconscious connections 
between their stories and their lives. 
The second tool, which I believe would be more suited to older secondary 
school-aged children, is ‘The Tree’ exercise, which invites children to explore 
the things that worry them and the people and things that help to keep them 
safe. The branches represent the worry ‘what shakes your branches’, the 
trunk represents ‘the strong parts of you’, and the roots represent the ‘people 
and things that keep you safe and secure’ (Tait and Wasu, 2012). I did not 
presume that primary-school aged children would want to use the first tool, or 
that secondary-school aged children would want to use the second exercise; 
rather, all children had the option to use either, both, or none at all. 
The use of arts-based methods within this project is a conscious decision 
that stems from my practice experience of working therapeutically with 
school-aged children. As Barone et al., (2012:3) state:  
The arts make such empathic participation possible because they 
create forms that are evocative and compelling. 
While the strengths of the ‘draw and write’ technique lie in its potential to 
elicit deeper meaning, understanding and perspectives ‘not immediately 
visible to the researcher’, this approach does have its limitations (Sewell, 
2011). If a child has limited verbal skills or language which adults may not 
understand, the data may lack the depth of interpretation the research is 
seeking (Punch, 2002).  
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The use of this method brings ethical challenges in preserving anonymity 
and confidentiality, as the drawings and contextual information could lead to 
identification of the participant. Despite these challenges, advocates for this 
method argue that drawing can provide access to different meanings and 
interpretations that are not possible through other methods (Sewell, 2011). 
10.2- Sample size and recruitment of child participants 
The creative interviews with children were guided by the principles of 
interpretive phenomenological analysis (IPA). The fundamental ethos of IPA 
is ‘quality, not quantity’; as such, participant numbers within an IPA study 
tend to be small (Smith et al., 2012:51). IPA is concerned with powerful and 
detailed accounts from participants; therefore, having too many participants 
is more problematic than having ‘too small’ a sample (Smith et al., 2012:51). 
The guidance by Smith et al. (2012) does not prescribe a recommended 
sample size but suggests the IPA sample is dependent on the time 
constraints of the study and richness of the data from the individual cases, as 
a successful IPA study requires time and reflection. Although there is no 
prescriptive guide for the number of participants in an IPA study, the ‘clinical 
doctoral programmes in Britain recommend having six to eight participants’ 
for an IPA study (Pietkiewicz and Smith, 2012:4) 
Recruitment to this research was purposive; children who lived with parents 
who misused substances were invited to participate to offer their perspective 
of their experience. This is consistent with IPA’s paradigm, as participants 
are selected on the basis of the ‘phenomenon under study’ and for ‘whom 
the research question will be meaningful (Smith et al., 2012:49). 
Following Smith et al.’s (2012) guide to sampling, and because IPA 
advocates for small sample sizes to engage with the narrative and richness 
of data, I planned to interview up to eight children aged between 5-16 years. 
The decision to invite school-aged children to participate was made because 
the voices of younger children (primary-school age) is largely absent in PSM 
research. The decision was also influenced by the infrastructure of support, 
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ensuring that children have access to support during and following their 
participation in the research. Just as the emotional wellbeing of the children 
participating in this research is paramount within social work practice, so is 
their access to ongoing support post-participation in research. 
I received ethical approval from Manchester Metropolitan University in 
January 2019 (see Appendix 1).  In March 2019, I began the data collection 
phase of this research project, upon receipt of approval to conduct this 
research from a local authority in the North West of England. Recruitment of 
child participants began in April 2019 and, between May and August 2019, 
four children were identified by their keyworkers as possible participants. 
Unfortunately, because of increased safeguarding concerns due to their 
parent’s substance misuse, those four children were unable to participate. 
Specialist keyworkers informed me of the reasons why it was no longer 
appropriate for the children to participate: 
- One child’s mental health had worryingly deteriorated, and they had 
planned to take their own life.  
- Two children were placed out of area with extended family members 
by social care due to increased safeguarding concerns and risk of 
significant harm to the children. 
- The fourth child did not take part as both keyworker and researcher 
assessed it was no longer ethical for them to participate. The child 
concerned had been emotionally overwhelmed in their one-to-one key 
working sessions and it was deemed that the interview process could 
potentially have too great an emotional impact on them. 
 
Between August and December 2019, seven children participated in creative 
interviews; this number was governed by time constraints and the 
parameters of this research project, as this project includes both interviews 
with children and focus groups with professionals. 
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10.3- Creative interviews with child participants  
Prior to each interview a detailed research design was followed step by step: 
Step 1 - Child identified by their keyworker. The keyworker and I 
discussed the appropriateness of the child’s involvement. Topics 
discussed included child’s current emotional wellbeing, home 
circumstance and whether involvement in the research would escalate 
any potential risk of harm to the child. 
Step 2 - Keyworker contacted parents, provided a brief overview of 
the research project and sought permission for me to contact them via 
telephone. Parent informed that their child’s involvement and their 
decision whether or not to consent was confidential and would not be 
shared with children’s social care. 
Step 3 - I contacted parents to provide details and the purpose of the 
research and to answer any questions from parents. If parents agreed 
to their child participating, the next steps were followed. 
Step 4 - Home visit by keyworker and I to meet with parents and their 
child. During this home visit, the participation information sheets for 
parents were given (Appendix 3) along with the parental consent and 
child assent forms (Appendix 4 and 5). Details of when the interviews 
would take place were arranged and children provided a list of the 
drinks and snacks, they would like during the interview. 
Step 5 - The week of the interview, the child’s keyworker spoke with 
the child during their scheduled one-to-one session, to check whether 
they still wanted to take part. If the child still wished to do so, a 
courtesy call was made by the keyworker to parents to check they still 
consented and to confirm the date and time of the interview. Each 
child was collected from their home and brought to the specialist 
service by their keyworker for the research interview. The creative 
interviews took place at the specialist service provision in a family 
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room. Prior to each interview, the room was set up to provide a child-
friendly space (Figure 2 below), with bean-bags on the floor for 
comfort, art materials, and the drinks and snacks the children had 
chosen during the initial home visit.  
 
 
The family room as seen in figure two, is used by the specialist service 
provision and is specifically designed for therapeutic sessions with children 
and their families. For some children who participated, the room was a 
familiar space they had visited before. The room was private, it is not 
overlooked (due to being on the first floor), and to enter the room a key fob 
has to be used by practitioners who work in the building. This room was the 
preferred option, as opposed to a private room in the child’s school, where it 
was possible other children may have mistakenly entered the room.  
As the primary aim of an IPA study is to ‘elicit rich, detailed and first-person 
accounts of experiences and phenomena under investigation’, semi- 
structured interviews are a method of data collection to facilitate this 
(Pietkiewicz and Smith, 2012:5). This research project adopted a semi- 
structured interview schedule (Appendix 7 and 8) which was designed 
around the creative tools (‘draw and talk’), to allow ‘space and flexibility’ 
(Pietkiewicz and Smith, 2012:5). Two interview schedules were designed to 
Figure 2. Family room for creative interviews 
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account for the difference in ages of the children; the youngest participant 
was aged seven and the oldest was aged 16 years. 
The creative interview began with revisiting the child assent forms, and 
reassuring each child that it was okay if they wanted to stop the interview, or 
if they needed me to phone their keyworker to come into the room. At the 
start of each interview, children were encouraged to choose to sit where they 
felt most comfortable; at the table, on the comfy chairs, or on the bean-bags. 
Once they were comfortable and had their drink and snacks, I turned on the 
tape recorder and asked each child to tell me about where and who they 
lived with. This was a ‘warm up’ exercise which is recognised within IPA as a 
way of building rapport with participants and supporting participants to 
become comfortable talking to the researcher (Pietkiewicz and Smith, 
2012:5; Smith et al., 2012). 
The structure of the interview schedule was designed to be ‘open and 
expansive’ (Smith et al., 2012:59). I was mindful when designing the 
interview schedule that some children may not want to use the creative 
methods and would simply prefer to talk. A further consideration was that 
children may not want to talk about PSM in the present for fear of the 
consequences (social care being informed), or because of their loyalty to 
their parents. Questions were designed to support children to talk about a 
memory, as it was anticipated this would be less challenging for children.  
After each interview the child and their keyworker spent time together during 
the drive home. This was planned to ensure each child had time to debrief, if 
they wished to, with their keyworker, or for their keyworker to offer comfort if 
they had become upset during and after the interview. One child found the 
interview incredibly difficult; I stopped the interview schedule and we drew 
unrelated pictures together. The child didn’t wish for me to call their 
keyworker or for the interview to end; they just needed a break. 
On the day of each interview, the transcribing phase began; each interview 
was transcribed verbatim. The names of child participants were anonymised, 
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and pseudonyms were used throughout the transcript. Each transcript was 
saved onto a password-protected computer and secure server. The 
anonymised transcript was uploaded to computer-based software NVivo 11 
in preparation for analysis.  
10.4- Data analysis of creative interviews 
A significant influence of interpretive phenomenological analysis (IPA) is the 
notion of idiography: this is concerned with ‘the sense of detail’ and a 
commitment to an understanding from the perspective of ‘particular people’ 
(Smith et al., 2012:29). As (Pietkiewicz and Smith, 2012:4) outline: 
With IPA, we aim at producing an in-depth examination of certain 
phenomena, and not generating a theory to be generalised over the 
whole population.  
In this study the ‘particular people’ are children living with parents who 
misuse substances. Idiography is also concerned with the commitment to 
understanding a single claim, as well as the process of understanding more 
generalised claims (Smith et al., 2012). This study adopted an idiographic 
approach, as singular experiences shared by children were not excluded and 
both ‘shared themes and distinctive voices’ are represented (Smith et al., 
2012:38). 
Alongside the concept of idiography, also pertinent to this research study, for 
both the creative interviews and focus groups, was the notion of reflexivity. 
Reflexivity can be identified along a continuum, with reflection at one end, 
reflexivity at the other and critical reflection in the middle (Finlay, 2008). To 
be reflexive requires a thoughtful and deeper level of reflection or disciplined 
‘self- reflection’, which encompasses awareness of one’s own belief and 
engagement with the method of research (Finlay, 1998:1).  
Finlay (1998:1) argues researcher bias or the ‘problem of subjectivity’ can be 
turned into an ‘opportunity’ when researchers engage with reflexivity, as 
deeper meanings and understanding can be achieved. The significance of 
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researchers engaging reflexively with their research and the depth of 
meaning which can be elicited, is supported by Shaw (2010).  Reflexivity is 
especially pivotal in IPA, as Shaw (2010:239) outlines: 
Engaging in reflexivity during analysis helps us to navigate our way 
through the participant’s account and our responses to it. In thinking 
through our reactions in this way we can bring to the fore our 
assumptions and the mechanisms that construct those assumptions. 
This often involves revisiting the data and our reflective log throughout 
the analysis process. 
The fundamental principles of IPA, including the notion of idiography and 
reflexivity, are all critical to the analysis of data from the creative interviews 
with children. It was anticipated that younger children would share less 
descriptive accounts in comparison to older children and so being reflexive 
was pivotal. As Smith (2008) suggests, alertness to the said and the unsaid 
has the potential to generate a richer understanding and deeper meaning. 
The findings chapters, presented in part four of this thesis, illustrate the 
importance of reflexivity, including the recording of the changes in children’s 
behaviour, their tone of voice and their need at times, to say nothing at all. 
The literature relating to the process of analysis for an IPA study does not 
provide a prescriptive method; however, there are ‘common processes’ 
which include ‘moving from the particular to the shared and from the 
descriptive to the interpretive’ (Smith et al., 2012:79). Though the process of 
IPA is ‘subjective’, Smith et al., (2012:80) suggest there are six steps to the 
analytical process which will evidence ‘rigour’ in the application of IPA. The 
six steps of the analytical process of IPA, which I adopted, are as follows: 
Step 1 - Reading and re-reading 
This stage involved ‘immersing oneself’ in the data, by reading the transcript 
and listening to the audio recording. Each transcript was then cross-
referenced with the original interview recording two to three times, to ensure 
the transcript was accurate. It was during this intensive listening of the audio 
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recordings that additional reflexive notes were made, relating to a child’s 
change in voice tone and the flow of the interview.  
Step 2 - Initial Noting 
‘This initial level of analysis is the most detailed and time consuming’ (Smith 
et al., 2012:83). During this step, the attention to detail was key in noting the 
micro details, including moments of laughter, pauses, emotive responses 
and in this study even the way a child drew and coloured their picture (for 
example, one child drew their picture with time and care and another child 
was rushed and seemingly angry in the manner they drew). It has been 
acknowledged that whilst in a traditional sense a phenomenological study 
relies on the verbal and written data, this is not to say that children’s 
preferred expression (such as drawings) cannot be ‘fruitfully explored’ 
(Danaher and Briod, 2005:221). 
Although IPA does not require detailed recordings of pauses and nonverbal 
sounds, as conversational analysis would require, certain ‘prosodic aspects’ 
were recorded. The purpose of this was to further aid the analytical process 
of sense-making and interpretation of the children’s lived experience (Smith 
et al., 2012).  
Step 3 - Developing emergent themes 
This step involves ‘breaking up the narrative flow of the interview’ and 
interpreting the data in parts and as a whole (Smith et al., 2012:92). The 
main task for this step was to turn the transcript and reflective notes into 
themes; this step was aided by the use of Nvivo 11 to identify initial themes. 
In total, 79 themes were identified during the initial coding phase. 
Step 4 - Searching for connections across emergent themes. The transcript 
and reflective notes were recorded and coded in a chronological order. The 
purpose of this step was to take the chronological list of themes and begin 
the process of mapping. During this step, not all themes were incorporated. 
Themes were grouped together because of similarities, and 15 themes were 
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identified as not relevant in content to the research, resulting in 51 identified 
subordinate themes. The idiographic aspect of IPA meant themes were 
included depending on the ‘contextualisation’ and ‘function’ as opposed to 
the numerical significance, meaning themes were not mapped simply 
because of their frequency (Smith et al., 2012:96). The process included 
‘abstraction’ in that themes were identified dependent on the interplay of 
meaning and mapped into superordinate themes.  
Step 5 - Moving to the next case 
This step involved repeating previous steps for each interview transcript, i.e., 
initial noting, initial coding on Nvivo and being guided by the principles of IPA 
and the ‘idiographic commitment of IPA’, ensuring new themes were coded 
as they emerged within each transcript (Smith et al., 2012:97). Repeating the 
process for each meant there were no ‘fixed’ themes (Smith et al., 2012:81) 
and it was only in the writing phase of the analysis that the four 
superordinate themes were identified: 
• Children’s emotional responses to parental substance misuse 
• Children’s experience of living with parental substance misuse 
• Understanding children’s support needs within their immediate 
environment  
• Understanding the role of professionals in responding to the support 
needs of children living with parental substance misuse.   
As Smith et al. (2012:8) explains: 
[…] analysis is open to change and it is only ‘fixed’ through the act of 
writing up (Smith et al., 2012:81).  
During the writing phase, further themes were identified which were not 
incorporated or were grouped together due to similarity. At the end of this 




Step 6 - Looking for patterns across cases 
This step allowed for a further in-depth exploration and interpretation of 
meaning. During this step, utilising supervision was key to reflexively discuss 
how one theme from one child illuminated a theme for another. The 
presentation of findings will evidence this step, especially relating to 
children’s unique circumstance and how the same theme can both 
compound the impact of PSM or lessen the burden for children.  
10.5 - Chapter summary 
This section has presented the research design for the inclusion of child 
participants. The adopted methods and adapted tools to empower children’s 
participation have been illustrated. A descriptive overview of the steps taken 
during the analytical process of the creative interviews with children has 
been presented. The following chapters will present the research design, 





Methods part 2 - Research design with professionals 
The phenomenon of the lived experience of children living with PSM and of 
professionals who support families where PSM is a safeguarding concern, 
requires a research design that responds to the complexity and 
‘multidimensional’ factors relating to the phenomenon (Kamenopoulou, 
2016:517). This research is guided by the principles of hermeneutic 
phenomenology but is also framed by the ecological systems theory (EST). 
The parameters for a research design which is informed by EST requires 
participants in different roles and within different systems (Bronfenbrenner, 
1979). Bronfenbrenner (1979:218) outlines that the ‘building blocks of an 
ecological structure’ require a ‘greater number of persons’ ‘in common with 
the phenomena’ to participate. It is this knowledge gathered from different 
participants and the ‘interconnections’ of information and experience which 
allow for a greater understanding (Bronfenbrenner,1979:218).  
This research design includes participants from across a children’s workforce 
and was adopted to explore the multiple perspectives and interactions of 
factors relating to PSM. The inclusion of professional participants was not to 
validate the voice of children living with PSM, but to consider the contextual 
factors beyond a child’s microsystem.  
The following chapters will detail the research design, specifically the use of 
focus groups as the most appropriate data collection method, and the 
analytical process using thematic analysis. The ethical considerations for this 





11.1- Focus groups with frontline professionals  
The use of focus groups within a phenomenological research study is worthy 
of consideration, as to whether the combination is acceptable or a 
‘methodological crime’ (Bradbury- Jones et al., 2009:664). As Bradbury-
Jones et al. (2009:664) discuss, there appear to be two perspectives; one 
perspective being that ‘focus groups and phenomenology are 
methodologically incompatible’ and the second that they are compatible. 
The perspective that phenomenology and focus groups are methodologically 
incompatible stems from a view that the phenomenological endeavour is to 
understand the ‘essence’ of the phenomena and this requires an individual to 
describe their experience (Bradbury-Jones et al., 2009:666). At odds with 
this view is the perspective that focus groups can enhance ‘the credibility’ of 
research ‘by providing an environment that encouraged interaction and 
clarification of dialogue among the participants’ (Bradbury-Jones et al., 
2009:666). Bradbury-Jones et al’s. (2009:668) exploration of multiple 
research projects and discussion of the compatibility of phenomenology and 
focus groups, conclude: 
We accept that individual experiences are at the core of 
phenomenological research and that analytical emphasis is on 
subjective, idiosyncratic perceptions of the individual participant […] 
However, we argue that individual accounts need not necessarily be 
sought by one researcher from one, lone participant. Furthermore, we 
suggest that the individual perspective can still be preserved in a 
group context. 
To gain further understanding of the needs of children living with PSM and, 
of the needs of professionals who support children where PSM is a 
safeguarding concern, focus groups were the chosen method for data 
collection. Focus groups are a qualitative method adopted by researchers to 
enhance the richness of data where an agreed topic is explored 
(Liamputtong, 2016). The emphasis of the focus group is on the researcher 
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seeking to understand the ‘experiences, interests, attitudes, perspectives 
and assumptions’ of the participants (Wilkinson and Birmingham, 2003:90). 
The essence of the focus group is to generate an environment which is 
‘socially oriented’ and which mirrors everyday interactions (Wilkinson and 
Birmingham 2003:90). They can provide an open, supportive environment 
which can produce in-depth discussions even if the topic of discussion is of a 
sensitive nature (Braun and Clarke, 2013). Taking part in a group discussion 
which allows time for participants to consider their thoughts, opinions and 
answers, in comparison to being in a one-to-one interview, can have a 
‘consciousness-raising effect’ (Braun and Clarke, 2013:111). This notion is 
supported by Wilkinson and Birmingham (2003), as they state: 
[…] the intention is that the discussion will be richer, deeper and more 
honest and incisive than any interview with a single participant could 
produce (Wilkinson and Birmingham, 2003:92). 
‘Heterogeneity or homogeneity’ is a divisive argument regarding focus group 
design. There are researchers who argue that heterogeneity of participants 
could produce more diverse discussion; whereas homogeneity is preferred 
by some, as participants who have familiarity with one another may be more 
at ease and comfortable (Braun and Clarke, 2013). The focus groups in this 
study are homogenous in make up because they consist of professionals 
with similar roles, and of professionals from the same local authority who 
possibly work alongside one another. However, this is not to claim that they 
all think alike, only that they work in the same local authority. It is hoped that 
a familiar and comfortable environment could be achieved to generate a 
quality of interaction whereby participants felt at ease to discuss, debate and 
disagree (Wilkinson, 2008). 
In designing this research study, the inclusion of professionals from a 
children’s workforce was purposeful, in considering how different systems, 
contextual factors and professional roles influence and interact between 
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systems (Bronfenbrenner,1979). Three focus groups were attended by 
participants from the following departments:  
• Focus group 1 - Education, professionals in pastoral (support) roles 
from primary and secondary schools 
• Focus group 2 - Children’s social care (statutory social work) 
• Focus group 3 - Early intervention services for children (non-statutory) 
 
The recruitment strategy for inviting professionals to participate in the focus 
groups is detailed below in chapter 11.3. The first focus group was attended 
by professionals in support roles from both primary and secondary schools. 
Professionals from schools were invited to participate due to the length of 
time they spend with children, being a universal service, and potentially 
being the first point of contact for children who are in need of support due to 
PSM. 
The second focus group was attended by social workers from statutory 
children’s social care, including social workers who were newly qualified, 
qualified senior practitioners, and social workers in a managerial role. The 
rationale for the inclusion of social workers was to understand their 
experience of supporting children living with PSM and the responses in 
practice where PSM is a significant safeguarding concern.   
The third focus group was attended by professionals from early intervention 
(non-statutory) services who work directly with children and families affected 
by PSM. The inclusion of participants from this department was intentional 
due to the complexity and diversity of their roles. The aim of this focus group 
was to understand what they believe to be necessary to effectively assess 
and support children and their families affected by PSM in order to prevent 





11.2- Focus group sample size 
When designing the focus groups, the number of participants invited to 
participate was an important consideration. The recommendations for focus 
group size can vary; however, to facilitate rich discussion, smaller groups of 
3-8 which can be effectively managed by the researcher are advised (Braun 
and Clarke, 2013). Further, to ensure the researcher can encourage shy 
participants to speak, and to sensitively discourage participants who 
dominate discussion, group size is an important factor (Wilkinson, 2008). A 
smaller group size is also significant when considering how a researcher will 
manage instances of discomfort and disagreements, as it can help the 
researcher to handle these dynamics more effectively, with care and 
sensitivity (Wilkinson, 2008). 
Further, the success of a focus group relies on the way in which people 
naturally engage in discussion on a topic of mutual interest. Too large a 
group and the honesty and richness may be lost; too small a group and the 
richness and depth of meaning may not be reached (Wilkinson and 
Birmingham, 2003). 
The three focus groups for this research were each attended by 7-8 
professionals. Six professionals attended focus group one (education) with 
an additional one-to-one interview with a participant who could not attend the 
focus group. Seven professionals attended focus group two (children’s social 
care). Seven professionals attended focus group three, with an addition of a 
one-to-one interview. A total of 22 professionals participated in the focus 
groups. 
11.3- Conducting the focus groups  
In March 2019, I attended a senior leadership (service lead/manager) 
meeting within the North West local authority and presented information 
regarding this research project. This information (Participation Information 
Sheet and Consent Form - Appendix 9 and 10) was then cascaded to 
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frontline professionals via the senior leadership team and team managers. 
When frontline professionals contacted me, I provided further details of the 
focus groups over the phone and emailed them a copy of the participant 
information sheet and consent forms. Once I had acquired the required 
number of participants for each focus group, I informed the senior leadership 
team. I then emailed participants to confirm the date and time of each focus 
group and provide details relating to car parking and access to the building. 
One month and one week prior to the focus groups, I emailed a reminder to 
participants.  
Three focus groups of 7-8 professionals were held between June and July 
2019. At the time of the focus groups, I was aware (due to also being an 
employee of the local authority) that many of the professionals attending 
would have had, or would still be experiencing, considerable change due to 
service restructures. It was anticipated that the focus of conversations could 
lean towards more political discussions and so the needs of children affected 
by PSM could have been lost. To mitigate this concern, children’s toys, 
emotion puppets, and children’s books about worries and feelings were 
displayed in the middle of the room (see figure 3 below). This was a 





Figure 3 Focus group room 
The focus groups lasted between one hour, and one hour and 45 minutes. 
All three focus groups began at 9:30am, with arrival between 9-9:20am. This 
was purposeful so participants could come straight to the focus group before 
beginning their working day, in order to avoid participants not being able to 
attend due to having to respond to a work matter or incident.   
Upon arrival to the focus group the professionals were made aware of the 
pack of post-it notes on the arm of their chair. The purpose of the post-it 
notes was for professionals to write notes and questions they may wish to 
ask and stick them to the arm of the chair. This was a subtle means of 
informing me that they had something they wished to say but had not yet 
been able to do so. This tool was used not just for those participants who 
were maybe less confident and vocal than others, but also for those who 
perhaps felt the moment they had wanted to share something had passed. 
The schedule for the focus groups was similar to the interview schedules for 
the creative interviews with children in that the questions were open-ended, 
beginning with broad questions which then narrowed in focus. Although 
similar in design, the schedule for focus groups (see appendix 11) differs as 
questions ‘act as prompts to elicit general discussion’ (Braun and Clarke, 
2013:117). The focus group guide was designed with the research questions 
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and objectives in mind. In seeking to understand how professionals had 
experienced supporting children living with PSM, the challenges they had 
experienced and from their perspective what they believed to be the 
necessary changes in practice. 
The focus group guide was also carefully designed to ‘stimulate’ participants 
to discuss with one and other, to agree, disagree and debate with one 
another, rather than just answering (Braun and Clarke, 2013:117). 
Throughout the focus groups the natural flow of conversation meant that, at 
times, participants had already addressed the next questions/prompt; rather 
than moving on, I made participants aware of this to allow participants the 
opportunity to add any further thoughts. 
Immediately after each focus group, I compiled a reflective log; this was 
completed to capture the unsaid; the emotions in the room and those 
moments in the focus group which were felt to be significant but would not 
necessarily be captured in the recording. Examples included changes in the 
atmosphere, heightened emotions, strong reactions and visible displays of 
emotion by participants.  
After each focus group, I emailed participants and thanked them for their 
contribution to this research and encouraged them to talk to their colleagues 
and line managers if they were affected by the content of the focus group 
discussions in any way. The participants from the education focus group all 
committed to emailing one another subsequently as they found the focus 
group to be therapeutic and a valuable way of sharing their experience and 
knowledge, as they often work in isolation within their school.  
11.4- Analysis of focus groups 
The adopted method of analysis for the focus groups is a latent approach to 
thematic analysis. Unlike IPA, which originates from the phenomenological 
and hermeneutic approaches in health and wellbeing research, thematic 
analysis has a ‘less coherent developmental history’ (Braun and Clarke, 
2014). Thematic analysis is not ascribed to a particular epistemological or 
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ontological framework, ‘it really is just a method’ (Braun and Clarke, 
2013:178). Its ‘theoretical freedom’ provides thematic analysis with a 
flexibility which can yield detailed and complex data (Braun and Clarke, 
2006). In essence, thematic analysis is a method used by the researcher to 
identify themes and patterns within the data, in relation to the research 
question (Braun and Clarke, 2006). A definition of a theme is presented by 
Braun and Clarke (2006:82): 
A theme captures something important about the data in relation to 
the research question and represents some level of patterned 
response or meaning within the data set. 
Thematic analysis can also allow the researcher to ‘delve deeper’ than a 
detailed descriptive account, and analyse data from a critical ‘constructivist 
paradigm’ in which concepts, meaning and assumptions of meaning can be 
identified which underpin the data (Braun and Clarke, 2013:178). Analysis of 
the focus group data will be inductive in nature, often described as a ‘bottom 
up’ approach, in that the endeavour is to generate an analysis which is 
driven by the data itself (Braun and Clarke 2013:175). As such, the data is 
not ‘shaped by existing theory’ (Braun and Clarke, 2013:175) or driven by a 
researcher’s theoretical or analytical interests (Braun and Clarke, 2006). 
Although this research is framed by ecological systems theory, this theory 
does not influence the data itself but will help to contextualise and make 
sense of the findings. 
Thematic analysis is ‘common across many qualitative methods’ and can be 
identified by two types: semantic (explicit) and latent (implicit) (Braun and 
Clarke, 2013:174). The preferred type of thematic analysis for analysing the 
focus groups is the latter approach whereby the aim is to identify more 
implicit or latent meanings. Braun and Clarke (2013) argue that for a 
researcher to identify themes on a latent and interpretive level, they need to 
know their research topic well. A latent approach to thematic data analysis is 
also referred to as a reflexive approach (Braun and Clarke, 2013). As with 
reflexivity in IPA, the aim is to reflect the researcher’s understanding of the 
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depth of meaning (Braun and Clarke, 2013). A reflexive approach is not 
focussed on the number of times a theme has been identified within the data; 
rather it is focussed on the depth of engagement, developing understanding 
and interpretive analytical skills of the researcher (Braun and Clarke, 2013). 
Although thematic analysis is similar to IPA on an epistemological basis, the 
notion of idiography is what separates the two. Due to the scale of this 
research study (seven interviews with children and three focus groups with 
22 professional participants), and the time constraints for data collection and 
analysis, IPA was not conducive as a method for data analysis for the focus 
groups. Thematic analysis allowed for a reflexive approach, although only 
generalised themes could be included. Given the depth of data collected, I 
would have welcomed additional time to engage with the focus group data 
and be guided by the principles of IPA (chapter 9.4) in order to have 
achieved an even deeper level of understanding. 
The focus group data was analysed following the six stages of thematic 
analysis as outlined by Braun and Clarke (2013): 
Stage 1- Each focus group was transcribed verbatim; the initial transcription 
began on the day of the focus group. 
Stage 2- Each transcript was cross-referenced with the original focus group 
recording and the reflective logs, providing increased familiarity with the 
transcript as well as ensuring transcript accuracy  
Stage 3- Transcripts were coded using Nvivo 11 software; within the initial 
coding phase, 53 codes were identified.  
Stage 4- The initial codes were then used to identify themes within the data. 
The themes identified were ‘data driven’ and therefore this stage of analysis 
was a ‘bottom up’ approach (Braun and Clarke, 2013:178).  
Stage 5- When reviewing the themes, six themes were excluded as not 
being considered relevant to the research questions. The excluded themes 
included the relationship between adult treatment and adult mental health 
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services (dual diagnosis), generational cycles of addiction, and the 
perception that children living with PSM may have been misdiagnosed with 
conditions such as ADHD. 
Stage 6- During the writing phase of this thematic analysis, themes which 
were similar were merged and further themes were excluded due to 
repetition or not being relevant to the research question. Of the initial 53 
codes, 23 themes were identified and grouped to form 3 overarching themes 
and 23 sub themes. 
11.5- Chapter summary 
This section has presented the research design for the inclusion of adult 
participants. The adopted method of three focus groups and the rationale for 
the inclusion of participants from three departments across a local authority 
children’s workforce have been presented. A descriptive overview of the 
stages of thematic analysis have been presented. The following chapter will 
explore and discuss the ethical considerations which were pertinent to this 
research. The chapter concludes by discussing the issues of being an insider 








Ethical considerations are significant in this research because of the 
anticipated emotive content of experiences shared by both professionals and 
children participating in this research. In preparation for this research, it was 
anticipated that professionals in the focus groups would share emotive 
experiences of supporting children where PSM has been a safeguarding 
concern. The welfare of professionals taking part was explored in the ethical 
application made to both Manchester Metropolitan University and the North 
West local authority. I had also outlined clearly in the participation 
information sheet that there would be time to debrief with colleagues after the 
focus group, as well as providing information explaining how to access 
further support post-participation if required. 
Ethical considerations were especially significant in relation to the children 
participating in this research project, in part due to their age (aged between 
7-16 years) and due to their circumstance. The participating children were 
living with their parents who continued to misuse substances; this was not a 
retrospective account and children were living in the environment which the 
research project sought to explore and understand. There was a risk that, by 
taking part in the research project, their emotional vulnerability may increase 
due to sharing experiences that could evoke difficult emotions and 
memories. 
As a registered and practising social worker, I adhered to the professional 
standards as outlined by the specialist regulator for registered social 
workers, Social Work England (Social Work England, 2020:online). Further, I 
adhered to the research ethics guiding principles of Manchester Metropolitan 
University. I took careful and considered steps, utilising both my social work 
practice and research knowledge to safeguard participants before, during 
and after they have participated. 
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As a social worker working within a specialist service supporting children and 
families affected by a loved one’s substance misuse, I have over 12 years of 
experience supporting children to talk and explore difficult and emotive life 
experiences. My therapeutic practice in my role as a social worker utilises 
similar skills to those I used in the creative interviews with children.  
This research project needed to be approached with care and sensitivity. As 
the literature review highlighted, the world for these children can be 
unpredictable and at times harsh. The emotional safety and wellbeing of 
child participants remained paramount throughout; they came first, not the 
research.  
As outlined in my ethics applications, if a child was upset or distressed in any 
way prior to, or during, the creative interview, I ensured that the child had the 
choice to decide whether to continue to take part (Morrow and Richards, 
1996). Further, if a child had been exposed to or suffered any form of abuse, 
such as physical harm, or had witnessed domestic abuse during the week 
their creative interview was scheduled, I took the lead from their specialist 
keyworker as to whether the interview needed to be postponed or cancelled.  
Further, throughout the data collection phase, consideration was given to the 
needs of the parents. Through discussions with the keyworker from the 
specialist service supporting the family, consideration was given to the 
parents’ emotional wellbeing and their access to support if required.  
12.1- Parental consent and child assent 
This is a sensitive area of research with a vulnerable participant group. 
Access to child participants was via a specialist support service where the 
child was accessing support and has an existing relationship with their 
keyworker.  
The rationale for this was firstly to ensure that children had support prior to, 
during, and after, their participation in the research. Secondly, I engaged 
reflexively with the design and planning of this research study to carefully 
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consider how I could create the conditions for children to feel empowered, 
and ensure that obtaining their assent to take part is meaningful and not a 
tick box exercise. 
Consent for a child to take part in research is given by adults who have 
parental responsibility; it is sometimes referred to as ‘parental permission’ 
(Oulton et al., 2016:589). The child, in addition to parental consent, gives 
assent; assent cannot stand alone and only consent has any legal standing. 
Nevertheless, it is essential to include children in decision making; this is a 
fundamental aspect of research with children (Oulton et al., 2016). 
In seeking parental consent, the initial phase began with a phone call to 
parents by myself, or the child’s keyworker, to describe an overview of the 
research project. Following this phone call, parents had the option for a 
follow up phone call before deciding whether they consented for me to speak 
with their child. If parents were in agreement to learn more about the 
research and to meet with me face-to-face, a home visit was arranged so I 
could meet with parents and their child/ren. I accompanied the child’s 
keyworker to meet with the parents and their child/ren to talk through the 
participation information sheet, and to discuss consent. Parents were given a 
copy of the participation information sheet and children were provided with a 
child-friendly version (see Appendix 3/5) I encouraged children to speak to 
their keyworker after our first meeting and ensure they knew they had a 
choice whether or not to take part, even if their parents had consented.  
Although consent by parents holds priority in terms of legal standing, in 
congruence with my epistemological belief, I have ensured that as far as 
possible, gaining assent was not simply a tick-box exercise.  
12.2- Confidentiality and anonymity 
The strength of the ‘draw and write’ technique lies in its potential to elicit 
deeper meaning, understanding and perspectives ‘not immediately visible to 
the researcher’; however, this approach does have its limitations (Sewell, 
2011:178). The use of this method brings ethical challenges in relation to the 
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preserving of anonymity and confidentiality, as the drawings and contextual 
information could lead to the identification of the participant. Advocates for 
this method argue that drawing can provide access to different meanings and 
interpretations that are not possible through other methods (Sewell, 2011). 
Using creative methods, as described in chapter 10, can make participating 
in interviews easier for children by engaging in ‘storytelling’ and making 
connections to their lives (Russo et al., 2006:231). The risk that 
confidentiality and anonymity could be breached through a child’s drawing 
style being recognised is detailed in the child-friendly participation 
information sheet (see Appendix 5).  
The only way to alleviate this risk completely would be to exclude the 
children’s drawings in the final thesis and any subsequent publications, 
which would limit the impact of this research’s ability to raise the profile and 
lift a child’s voice and experience to the forefront. As such, children’s 
drawings were used in the final thesis; no child requested that their drawing 
was excluded.  
Children and their parents were made aware of the circumstances when 
confidentiality may have to be breached during the initial home visit. Prior to 
each interview with children, I revisited their child-friendly information sheet 
to confirm their understanding of confidentiality. Prior to conducting the 
creative interviews with children, I sought relevant information from their 
keyworker, such as known persons of risk to the child and their family. This 
was important should a child mention a name which in the context of the 
interview may not have been considered a safeguarding concern. Being 
aware of named persons of concern who posed a significant risk to the child 
and the safety of their family enabled me to make an informed assessment of 
the risk and decision to breach confidentiality.  
Confidentiality is outlined in the participation information sheet for 
professionals attending the three focus groups (see participation information 
sheet, appendix 9). The data collated from the focus groups was completely 
113 
 
anonymised; however, there was a risk that direct quotes used in the final 
thesis and subsequent publications may lead to the professionals being 
identified by the people present in the focus group. This risk of anonymity 
being breached is outlined in the participant information sheet (appendix 9).  
12.3- Insider positioning 
As this research is taking place in the borough in which I am employed, and 
with the support of the specialist service where I continue to practise, the 
issue of insider researcher requires consideration. Conducting social 
research within communities and groups in which the researcher is also a 
member is referred to as being a ‘native researcher’, as (Kanuha, 2000:441) 
illustrates: 
The native researcher often arrives at a project from an emic 
perspective. Emic suggests a subjective, informed and influential 
standpoint, contrasted with an etic perspective that is more objective, 
distant, logical and removed from one’s project. Therefore, the native 
researcher chooses not only a project in which she is deeply situated, 
whether by geography, tradition, or simply “inside” experience, but 
also one in which she is invested in those factors and others as they 
inform the “act” of research. 
Positive aspects of insider research include having a pre-existing knowledge 
of, and a familiarity with, the context of the research. Further, insider 
researchers have the experience and knowledge of exploring difficult and 
emotive topics, using meaningful questions, reading of non-verbal cues, as 
well as the ability to understand the subject area being studied (Greene, 
2014). Greene (2014) cites the work of Aguiler (1981) who writes that insider 
researchers have a natural ability to interact and are less likely to stereotype 
or pass judgement on the participants under study.  
Regarding potential safeguarding concerns and disclosures from children 
where confidentiality would have to be breached, my insider knowledge and 
years of practice experience in responding to safeguarding concerns 
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informed my response. Being an insider researcher also meant that I had 
detailed knowledge of local safeguarding procedures and the infrastructure 
of support for the families participating in this research.  
Within this research study there was a possibility that participants may use 
‘coded’ language and terminology which was less known to those outside of 
the research topic. As an insider researcher, having prior knowledge of 
language and common terminology can provide an environment in which 
there is a shared empathic understanding (Kanuha, 2000). This notion is 
further supported by Taylor (2011) who outlines the advantages of being an 
insider, in that there is the potential to elicit a deeper understanding which is 
‘afforded by prior knowledge’ and ‘knowing the lingo’. Insider positioning also 
provides an opportunity to establish ‘rapport’ and ‘trust’ between participant 
and researcher perhaps more quickly than that of an outsider researcher 
(Taylor, 2011:6). 
The positionality of being an insider researcher has the potential to enhance 
a ‘depth and breadth of understanding’. However, there are questions which 
need to be asked and explored in relation to the authenticity of the research, 
as Kanuha (2000:444) outlines: 
…questions about objectivity, reflexivity, and authenticity of a research 
project are raised because perhaps one knows too much or is too 
close to the project and may be too similar to those being studied. 
Being an insider should not be viewed as a position which allows for 
complete way of knowing. Insider researcher positioning should therefore not 
be privileged, as there will undoubtedly be differing and multiple views that 
arise within the research (Taylor, 2011). The insider researcher position does 
not equate to a totality of knowing and nor is it a position of either inside or 
outside. Rather, the positioning of being an insider researcher may be best 
viewed as a continuum, as insider views are multiple, and positions/ 
boundaries are ‘permeable’ (Taylor, 2011:6). 
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12.4- Power imbalance and coercion  
A further consideration regarding insider research is the risk that participants 
may feel obliged to take part in the study (Costley et al., 2010).  Participants 
invited to take part were not children I had worked with directly, although 
there was a possibility that they would recognise me simply from being in the 
same building or from group activities I have been involved in.  
To mitigate the risk of children feeling obliged to take part, children were 
initially told about this research by their keyworker with whom they have a 
trusting relationship. Then, only when parents had provided initial verbal 
consent to their child participating did I have any direct contact with the 
children. Children were informed by both their keyworker and me that they 
could change their mind and did not have to take part. 
It was anticipated that parents may feel pressure or obligation to agree for 
their child to participate, especially if they declined and felt their decision 
would reflect negatively on them or that services would have been reduced 
or removed. Parents were reassured that this was not the case and their 
conversations with me and their child’s keyworker about the research would 
remain confidential. Parents were made aware (see appendix 3) that 
confidentiality would have to be broken if their child mentioned something 
which could suggest harm. 
Potentially feeling obliged to take part also applies to adult participants; 
whilst professionals invited to participate were not colleagues from my team, 
I had worked alongside the professionals in supporting children and families 
affected by PSM. To mitigate against professionals feeling that they were 
obliged to take part, I did not approach professionals directly to request their 
participation. Instead, a generic email with a brief outline of the study was 
sent to all relevant teams/services via senior leaders and team managers. 
Only when participants had opted in and their contact details had been sent 
to me, did I contact them directly to provide the participation information 
sheet and confidentiality form.  
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12.5- Part 3 summary 
The methodological chapters have outlined the guiding philosophical and 
theoretical underpinning principles upon which this research project is built. 
The chapters have provided a clear rationale for the chosen research 
methods undertaken, that seek to understand the needs of children living 
with PSM and the experience of professionals in their endeavour to support 
these children. The research methods were presented in two parts; part one 
outlined the research design and the use of creative interviews with children, 
and part two outlined the research design for the inclusion of professional 
participants. Both parts concluded with an exploration of the chosen 
approaches for data analysis and the analytical process. I have provided 
detailed reflections on the ethical considerations for this research study, 
including the anticipated challenges and planning to mitigate those 
challenges. Through thoughtful and reflexive planning, I have endeavoured 
to safeguard the emotional wellbeing of children, their parents and of 
professional participants. The proceeding chapters present the findings from 
the creative interviews with children and focus groups with professionals. It is 
hoped that the careful thought and planning in the design of this research 






Part 4- Presenting the findings 
Chapter 13 - Introducing the findings from creative 
interviews with children 
In seeking to understand the support needs and experiences of children 
living with a PSM, this chapter provides an interpretive phenomenological 
analysis of the creative interviews with children. 
Between August and December 2019, seven children participated in creative 
interviews. Of the seven children, there were two sibling groups of two. The 
children who participated were between 7-16 years of age. Five of the 
children were living with parents who were misusing substances, and one 
sibling group were, between the time of recruitment and the interview taking 
place, placed in the care of their father due to their mother’s increased 
substance misuse.  
The sample profile of the seven children is presented in Table 3 below. One 
child identified as gender neutral and requested that they were not referred 
to by their gender. To respect this child’s wishes and protect their anonymity, 
none of children in the presentation of findings are referred to by their 
gender. Each child is referred to throughout this findings chapter by their 
gender-neutral pseudonym. In the absence of a prescriptive list of gender-
neutral names, the chosen names are subjective and were chosen by me. 
The sample profile of child participants outlines each child’s age, ethnicity, 
family member who misuses substances, the substance itself and level of 
safeguarding. The level of safeguarding (see appendix 2- glossary of terms) 
is included in the sample profile as it highlights the severity of safeguarding 




Sample profile of participating children 
 
Table 3 Child participants, sample profile 
Child 
Participant 
Age Ethnicity Parental Substance 
Misuse 
Identified substance Level of Safeguarding (see 
appendix 2- glossary of 
terms) 
Kit 7 White 
British  
Mother Alcohol and unknown 
substances 
Child Protection Plan 
 
Charlie 16 White 
British 
Mother and older 
sibling 
Alcohol and Cannabis Team Around the Child  
Taylor 14 White 
British 
Father Alcohol Universal services  
Rowan 12 White 
British 
Mother Alcohol and unknown 
substances 
Child Protection Plan  
 
Roux 8 White 
British 
Mother Alcohol, crack cocaine, 
possible multiple 
substances 
Child Protection Plan and 
Public Law Outline  
Cody 11 White 
British 
Mother Alcohol, crack cocaine, 
possible multiple 
substances 
Child Protection Plan and 





Mother and Father Alcohol Child Protection Plan and 
Public Law Outline  
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To encourage children to share their lived experience, two creative methods 
were used, as outlined in chapter 10. An exercise called ‘If alcohol or drugs 
could turn into an animal what would it look like?’ was used, alongside the 
semi-structured interview questions for primary school-aged children. The 
creative method allowed children to tell their story through their drawings and 
supported those children who found talking alone, too difficult.  
A second exercise using the drawing of a tree, to assist children to share 
their worries, support needs/ coping strategies and support networks, was 
chosen primarily by secondary school aged (11-16) children. As with the 
exercise above, the use of the resilience tree exercise was used to facilitate 
conversation, alongside the semi structured interview questions for 
secondary school aged children (see appendix 7&8). As shown in the 
drawing by Kit, the resilience tree relates to three parts of a child’s life, their 
worries (branches), what helps them to cope and feel strong (trunk) and who 
are their trusted adults and support networks (roots).  
 
Figure 4 Creative method example- the resilience tree 
 
 




What makes you feel strong and 
able to cope? 
 
 





I did not presume that younger or older children would have a preference for 
either exercise, nor did I presume that all children would want to draw. 
Children were given the choice both at the start of the interview and 
throughout, in case they changed their mind. Two children preferred to talk 
without drawing, of those two children one child did not draw but wished to 
refer to the different parts of their resilience tree in a virtual sense, by 
verbally describing what worries were on their branches. 
The themes were grouped into superordinate themes which related to the 
overall research questions, this resulted in four identified superordinate 
themes and a total of 24 subordinate themes, as presented in table 4 below: 













If alcohol or drugs was an animal  
Feeling angry 
Feeling sadness 
Feeling in danger and scared 
Feeling isolated 
Feeling anxious and uncertain about the 
future 
Self-harming to cope 
 
Children’s experience of 
living with parental 
substance misuse 
 
Witnessing substance-related injuries 
Parental physical and emotional absence  
Young caring role 
Lost childhood 
Money and limited resources 
Living through ups and downs 





support needs within their 
immediate environment  
 
 
Non- substance misusing parent 
Grandparents and extended family 
Importance of friendships 
Importance of family pets 
Need for a stable home 
 
Understanding role of 
professionals in 
responding to the support 
needs of children living 
with parental substance 
misuse.   
 
Children’s experience of school 
Absence from school 
Support needs in school 
Needing support from professionals   
Longevity of support needs 
 
Throughout the children’s narrative I explored the breadth and depth of the 
shared experiences by children to ensure all experiences were highlighted, 
even if an experience was unique to one child. 
In the next chapter, the superordinate and subordinate themes will be 
presented and explored in turn. Pictures drawn by the children will be 
presented, providing a visual representation to support their written voice. As 
well as extracts from the original interview transcripts, to support the 
prevalence of each subordinate theme. Though the themes identified are 




Superordinate theme 1: Children’s emotional 
responses to parental substance misuse 
This superordinate theme encompasses the reflections and emotional 
responses from children about their feelings of living with parents who 
misuse substances. Children’s drawings will be used to further illustrate and 
elevate their voice and experience. This superordinate theme is 
accompanied by six subordinate themes which are listed in table 5 below, 
each subordinate theme is presented in turn. 
Table 5 Children’s interviews Subordinate themes 1.1-1.7 
Subordinate Themes 
1.1  If alcohol or drugs was an animal 
1.2  Feeling angry 
1.3  Feeling sadness 
1.4  Feeling in danger and scared 
1.5  Feeling isolated 
1.6  Feeling anxious and uncertain about the future 
1.7 self-harm to cope  
 
14.1.1- If alcohol or drugs was an animal 
To support younger children to explore their thoughts and feelings during the 
interview, they were asked, ‘If alcohol or drugs could turn into an animal what 
would it look like?’ This subordinate theme explores the findings from 




The group of children who took part in this research project were a 
homogeneous group, as they were all children who were living with (at least 
until two months prior to the interview) a parent who misused substances. 
Whilst PSM creates a sense of homogeneity, the children were all unique; 
their reflections, memories, worries and feelings were both similar and 
uniquely different. 
Through their descriptions, it was apparent that talking about (PSM) and 
exploring their own thoughts and feelings was a real struggle. During Kit’s 
interview, the level of distress this child felt was clear throughout; at times, 
Kit was close to tears and their voice tapered off into a soft whisper. 
Kit chose to draw a donkey. Through their drawing, they described 
witnessing their mum drinking alcohol. Kit reflected on how their mum’s eyes 
changed and they could tell their mum had been drinking as her eyes were 
‘blurry’. As Kit talked about alcohol, they looked close to tears and kept their 
head bowed to the floor:  
 
Figure 5 If alcohol and drugs was an animal by Kit 
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When mum walks normally, it’s properly normally erm her eyes go like 
blurry a bit maybe erm well she hasn’t really done it like in the past 
month (Kit) 
Erm just like the way she’s acting because when she’s drinking, she’ll 
act like […] it’s hard to explain, like, just like not the same (Kit) 
In preparation for the interview, I had visited Kit and their siblings at their 
dad’s house. The children had recently moved and were all living with their 
dad due to mum’s alcohol misuse and increasing safeguarding concerns (the 
details of which I was not aware). During the interview, Kit shared with me 
that they were going to see their mum that afternoon. It could be possible 
that Kit was experiencing emotional turmoil and pressure during the 
interview. They may have believed that by sharing with me a detailed 
reflection of their experience of PSM, they would no longer be able to have 
time with their mum that day. Kit attempted to explain the difference when 
their mum was drinking alcohol and not, sharing with me that mum was 
happier when she was not drinking alcohol: 
Like happier, she’s happier and she’s more like just, feels […] it’s not 
that I don’t want to say it, it’s just hard to explain (Kit) 
As Kit drew how they felt, it became apparent as the interview progressed 
that Kit was struggling emotionally and it was no longer ethical for me to 
explore further questions with Kit relating to substance misuse: 
This is really tough talking about it isn’t it? (Interviewer) 
Kit replies in a whisper;  
Yeah (Kit) 
Roux chose to draw a number of animals in their pictures, each animal 
representing a different substance and portrayed differently in relation to 




Figure 6 If alcohol and drugs could turn into an animal, by Roux 
 
Roux began by drawing a cat which represented a ‘fag’ (cigarette). Roux 
drew confidently and spoke in jovial tone, joking that the cat called ‘Bluey’ 
who ‘stole other animals’ food. Roux also depicted ‘Bluey’ as an animal 
which could also be protective: 
So, like if somebody hurts his friend then he’ll go mad (Roux) 
Through Roux’s description of ‘Bluey’ the cat, there was a sense of pride 
from Roux in the way the animal was conveyed. It is possible that Roux was 
thinking about their mum whilst drawing the cat, as mum smokes cigarettes 
(‘fags’) and I was aware from my first meeting with the family that mum was 
immensely protective of her family. 
I first met with Roux and their family two weeks prior to the interview. We met 
in maternal grandparents’ home where Roux’s mum was batch-cooking 
meals for her children as the bed and breakfast they were staying in had no 
cooking facilities. The family had had to flee their home because of threats 
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made against their lives. I was informed prior to the interview by Roux’s 
keyworker that this was possibly due to drug debts. 
In contrast, in the next two pictures Roux drew an elephant and a tiger, which 
represented both ‘beer’ and ‘chemicals’, Roux was less jovial and their tone 
of voice at times changed to a whisper. Perhaps this was because they felt 
they were disclosing a secret which needed to be whispered or it may be 
because describing the behaviour and how these animals made them feel 
was much more difficult. 
As Roux drew the second animal (an elephant), they whispered that the 
elephant was ‘beer’. When asked what ‘Greyie’ the elephant was like, Roux 
whispered ‘scary’. The third animal Roux drew was a tiger, which they 
named ‘Chemical Tiger’. 
Roux appeared much more considered in their description of the tiger; there 
were longer pauses of breath and Roux used fewer words and more sounds. 
Roux made a ‘grrrr’ sound to describe how the tiger sounded, before sharing 
with me that the tiger was a ‘bully tiger’ and ‘bites’ people. 
Roux also shared their memory of seeing the tiger:  
When he hurts people err he puts, into people’s mouth and the people 
fall asleep […] When they’re sleeping and then they wake up and feel 
oh I feel dizzeeee and then they fall and go back to sleep. He’s a bully 
tiger (Roux) 
The emotional response from Roux in sharing this memory was apparent 
through their whispered voice and visible sadness. The use of the word 
‘bully’, coupled with the description of the tiger putting something into 
people’s mouths without overtly naming what it was, could signify Roux had 
witnessed their mum being forced to take a substance. Roux’s description 
when referring to ‘people’ could suggest there were multiple adults in the 
family home who were using substances.  
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Roux drew the weather around the animals in the picture as rain and 
lightning. When I explored this further to understand what Roux had drawn 
and why, Roux shared with me: 
It would be rainy, because it would be raining and you could hear 
stomps from the elephant (Roux) 
Roux’s older sibling Cody also took part in the research project. Cody’s 
presentation throughout the interview was starkly different to that of Roux. 
Roux was calm, considered, often pausing for 10 – 15 seconds at a time.  
Roux took their time to answer questions and explore their reflections 
through the use of drawings and appeared confident.  
In contrast, Cody appeared agitated and couldn’t get comfortable. Cody 
moved on and off the chairs/ beanbags and spoke with speed. Cody would 
often go off on a tangent and share with me details of their friendships, 
school life and dreams of the future such as having a gold house with an 
indoor swimming pool. It is possible that Cody was using such story telling as 
a diversion tactic, as talking about PSM was simply too hard to do. It is also 
likely that, due to being older, Cody was perhaps more aware of the potential 
consequences of sharing information with me.  
During my visit to meet Roux and Cody, both mum and maternal grandma 
were very open about children’s social care involvement about not being able 
to move back to the family home, due to continued concern by both the 
family and professionals of the threats made against their lives. Perhaps 
Cody felt the potential consequence of me sharing their information with 
social care and the risk of not being able to remain in mum’s care was simply 
too great a risk to take. 
As the interview progressed, I revisited the topic of confidentiality to offer 
reassurances to Cody. Cody asked to draw and proceeded to lead the 




Figure 7 If drugs could turn into an animal by Cody 
 
Erm let me think, probably a fierce and cuddly animal like a big cat 
because like […] I really can’t draw. I’ll draw fear like when it’s 
aggressive, I can draw its fur like when it gets into ya and its 
aggressive […] so that’s like a cute pig spider an it’s got really long 
hair and it’s really cute pink hair an you fink oh my god that’s so cute 
an if it was real you’d want to stroke it wouldn’t ya and then it gets into 
ya and then you see the angry aggressive side of it. So, it looks all 
cute and then, well basically don’t judge a book by its cover (Cody) 
Cody’s account of alcohol or drugs being an animal appears to depict a 
sense of experienced unpredictability, a sense of not knowing whether they 




Cody also repeatedly used the word ‘aggressive’, perhaps signifying their 
experience of witnessing or hearing violence within the family home. Unlike 
their younger sibling, Cody identified the substance they were referring to: 
Cos I know this sounds really weird but it could be cute to people 
because like its crack and cocaine an everyfin and they think ahh yeah 
this is going to be so good an then afterwards they’re like oh what av I 
done innit. That’s what I think anyway (Cody) 
After drawing the spider pig, Cody then began to draw how aggression and 
anger looked, when crack cocaine took hold: 
So, basically this is like fire, its grabbing onto ya and it’s taking 
ya to places, I don’t know (Cody) 
 
Figure 8 What would crack cocaine look like by Cody 
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[…] basically it’s like, cocaine is like anger soooo it don’t really have a 
cute side to it, anger, but it has an aggressive and angry side because 
like when you’re angry you just flip out like you fink oh my god and it 
just all comes out and it’s like fireworks are exploding inside ya and 
you get really mad and stuff like that. (Cody) 
As soon as Cody had finished their drawings and shared with me that they 
had been crying in lessons at school, they swiftly changed topic and diverted 
away from the drawings. Cody looked agitated and fidgety and was unable to 
share with me why they had been crying and they diverted any further 
questions away from the picture. They had appeared to be engrossed in their 
drawing and sharing of their story but perhaps they felt they had disclosed 
too much. Cody did not revisit the drawings again. 
All but one child who participated had been accessing support from the 
specialist service for between 3-18 months. Quinn had only recently been 
allocated a keyworker from the specialist service and had only had two one 
to one sessions with their keyworker. At the start of the interview Quinn sat 
ready with their felt tip pen poised to begin, as though they were excited to 
be able to share their story. Quinn took their time throughout the interview, 
there were long pauses (often 30-35 seconds) between questions as Quinn 
appeared to carefully consider their answer and what to add to their drawing. 
It is possible Quinn was apprehensive about how much to disclose, but it 
may also be the case that due to Quinn’s speech and language difficulties, 
they simply needed more time to communicate. 
Quinn described their drawing as a half human and half animal which fell 
down the stairs and had blood coming from its mouth: 
Ok I know it look like half human but it not it like half human and this 
lump is actually animal and that is the tail […] yeah it the eyes, the red 





Figure 9 If alcohol could turn into an animal by Quinn 
 
Quinn referred to the animal as ‘evilly’ and explained to me that it was 
alcohol that made it behave ‘evilly’ 
It do something like evil, to somebody (Quinn)  
Quinn struggled to explain their feelings towards alcohol, their description 
below indicates the direct impact PSM is having on Quinn, in relation to 
hearing or receiving ‘horrible’ comments. As Quinn shared their reflections, 
the tone in their voice was notably softer, they spoke with less animation and 
appeared visibly saddened. 
Like it makes you fall over and it make you say horrible things like say 
it can even make you deal things […] Yeah so it comes out like 
swearing, you say anything and you don’t mean it (Quinn) 
Quinn was unable to share with me what they meant about ‘deal things’. It is 
unclear whether this is something Quinn has experienced or has associated 












Quinn differentiated substances and described their mum smoking cigarettes 
and how for them, this was ok. But mum drinking alcohol was a worry and 
something they didn’t like to see: 
Really, I just don’t like it, I think actually it can really hurt you, I don’t 
mind mum smoking outside yeah but not drinking […] Another reason 
it makes you sound weird and it makes your words sound weird (Quinn) 
Quinn’s reflections highlight the burden of worry Quinn holds and their feeling 
of responsibility for the safety of their parent: 
I worry she’ll hurt herself, If I hear a bang I’ll go downstairs and see if 
anyone is hurt. (Quinn) 
For all of the children, both the younger ones and older children, describing 
their experiences of being exposed to PSM led to strong emotive reflection, 
with reference to feelings of anger and sadness. 
14.1.2- Feeling angry 
The experiences of each child who participated differed; even children who 
were siblings, who had the same parents and lived in the same house had 
their own unique account and story to share. Despite children’s unique 
experiences, there were shared themes related to emotional responses. 
Feeling angry was something Kit identified when they knew mum had been 
drinking alcohol: 
Angry, I’m angry when mum drinks (Kit) 
As Kit described their feelings of anger their body language changed. Kit 
looked visibly sad and close to tears. In response to Kit’s visible sadness, we 
moved on to explore a more generic topic of support networks.  
Charlie similarly described feelings of anger when exposed to PSM. Charlie’s 
reflections of feeling angry appeared to be in response to their feelings of 
abandonment. Charlie described their feelings of anger when their mum left 
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the family home to drink alcohol and had not returned until the following 
morning: 
Sometimes a bit angry that she’s gone out and got into a position 
where she knows she can’t get hold of us (Charlie) 
Reflecting back on these memories of their mum being absent for periods of 
time, Charlie described feeling angry upon mum’s return, perhaps because 
of the repeated cycle of behaviour and repeated position Charlie had been 
left in, alone at home, caring for their siblings: 
I can get a bit angry with mum when she gets back, or not get angry 
but feel a bit angry because it has happened a few times. (Charlie) 
Although Taylor didn’t specify directly how they felt, it was clear from their 
tone of voice that there was a sense of anger. Taylor spoke with a stern tone 
and looked increasingly angered as they described the direct impact of their 
dad’s alcohol misuse. Taylor reflected on being displaced within the family 
home due to their dad choosing to drink and sleep in their bedroom, leading 
to feelings of anger and sheer annoyance: 
It is really annoying though because like, it wasn’t pre-talked or pre-
negotiated that he could take my room and so all my stuff was in there 
and I didn’t wanna to go in and get my stuff, plus he also stained all 
my Nintendo Switch games with beer so that wasn’t great […] he 
doesn’t put the beer away he just leaves the cans everywhere. 
(Taylor) 
Throughout the children’s interviews there were emotions and feelings which 




14.1.3- Feeling sadness 
For many of the children, living with a parent who misused substances had a 
direct impact on their emotional health and was evident in their descriptions 
of feeling sad. 
Rowan, who is Kit’s older sibling, described their feelings of sadness. There 
was a sense from Rowan’s description that the sadness could have been a 
feeling of guilt, because Rowan relied on Kit to seek support from family and 
professionals:  
Erm sad because [Kit] she’s the one who will tell someone when she’s 
really sad or she’ll you know just speak to somebody whereas like I 
just like to wait until later (Rowan) 
Similarly, to Rowan, Charlie found it difficult to talk about their feelings and 
seek support when they were feeling sad. Charlie described how they were 
unable to confide in their parents: 
I’m sort of not very expressive so if I’m upset, I don’t go to mum and 
say I’m upset I just sort of keep it in, which is fine because that’s just 
how I cope. (Charlie) 
Charlie’s reflections of their mum’s substance misuse portrayed not only 
sadness but mixed emotions, a sense of emotional turmoil. Charlie not only 
had to manage their own emotional responses but protect their younger 
sibling’s emotional wellbeing:   
It makes me feel a bit bad sometimes because [sibling] will be like oh 
don’t be mean to mum, when it’s me that’s trying to let her know that 
what’s she’s done isn’t really ok and that it’s had a big effect on us 
(Charlie) 
For some children it was hard to make sense of their feelings or identify what 
it was they were feeling when exposed to PSM. Quinn appeared to struggle 
to make sense of their experience in relation to how this had made them feel, 
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perhaps indicating that, for the younger children in particular, they 
experienced a number of differing emotions and therefore it was difficult for 
them to distinguish one from another: 
I don’t know, really just worried (Quinn) 
Kit preferred to express their emotions through a drawing:  
Yeah, can I just like draw a sad face (Kit) 
 
Figure 10 Expression of feeling sad and miserable by Kit 
 
Sad… Cloudy… miserable, is that a word? (Kit) 
Taylor shared detailed descriptions of their experience of PSM, although they 
did not overtly specify the emotion, they were feeling at the time: 
As bad as it sounds, the first thing that pops into my head is death 




He was on the phone upstairs and the first thing I heard was, he 
wasn’t shouting but you could definitely hear him and he was saying 
we’re both going to die on the same date […] and I just sat there 
listening. (Taylor) 
Based on Taylor’s reflections, it is possible to assume that the worry of 
death, and overhearing their dad saying to Taylor’s maternal grandmother 
they were going to die, would have undoubtedly caused Taylor emotional 
distress and sadness.   
Through their emotional reflections it is clear that for these children, being 
exposed to their parent’s substance misuse provokes negative emotive 
responses. For some children the emotional impact is felt in a physical 
sense, a feeling of being in danger and feeling scared.  
14.1.4- Feeling in danger and scared 
The children shared many experiences of PSM including feelings of being in 
danger, feeling scared, as well as direct exposure to threats of violence 
within the family home.  
Quinn’s immediate response when exploring thoughts of PSM and, in this 
case, alcohol, was ‘danger’. Quinn’s experience and feelings of danger 
stemmed from hearing violence, hearing ‘bangs’ and perhaps hearing 
swearing and ‘horrible things’, as described in subordinate theme one. 
Quinn’s description below shows they had developed their own way to cope 
during these incidents of danger and also, in a sense, the unpredictability of 
PSM: 
Just staying out of it, don’t get involved, just not going downstairs, I 
just stay and watch YouTube until they calm it down (Quinn) 
For some children, the sense of danger and feeling scared is not linked to 
their parent’s behaviour directly but the associated danger of substance 
misuse. Children described associates of their parents coming to their house 
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and making threats. Roux shared during the interview that their older sibling 
had stolen a motorbike and attributed this behaviour to the reason their 
family had received numerous threats. Roux had been directly exposed to 
threats of violence, evident in their description of feeling scared: 
Scared, because he stole a motorbike, we’re getting the blame for it 
and people are chasing after us with guns and knives and guns. 
(Roux) 
It’s not possible to know for sure whether the threats to this family’s lives and 
the stolen motorbike are drug and/or drug debt related. That said, Roux’s 
reflections as presented within superordinate one of the ‘tiger’ and of multiple 
adults within the home misusing substances, depict a sense of chaos within 
the home. It could therefore be possible that the danger experienced by 
Roux and sibling Cody was related to drug debts owed by their parent and/or 
older sibling: 
[…] a person came into my house with a baseball bat and he had beer 
in his hand and it was really scary. (Roux) 
Roux described feeling ‘scared’ when witnessing this incident and profoundly 
stated: 
A bit scared […] because erm I’m seeing it and I’m only little. (Roux) 
At the time of the interview, Roux was living in a bed and breakfast out of the 
area due to threats to life made to their family. It was evident as Roux shared 
their experiences that the feeling of danger was ongoing. Despite being out 
of the family home and in another town, the feelings of being scared and in 
danger had not gone away: 
I’m scared in case he comes and hurts me. (Roux) 
In contrast, Roux’s sibling, Cody, did not mention the baseball bat incident. 
However, they did recall another incident where their family had received 
threats. Cody’s reflections and description of events were spoken with less 
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emotion than Roux; Cody appeared almost blasé about what they had 
experienced. Perhaps Cody felt the need to describe events in this way to 
lessen the seriousness, for fear of the consequences (interview 
confidentiality having to be broken) or perhaps they felt the need to play 
down their experiences due to loyalty to their parents and family. Cody 
described moving between their mum and dad’s house due to further threats 
made to the family: 
So basically, I was living with my dad […] an then what happened is I 
moved back with my mum then we was in the house for a bit then erm 
I fink these guys were threatening to petrol bomb the house or 
something. (Cody) 
Rowan recalled memories of their mum drinking alcohol and how this often 
led to Rowan and Kit being in situations where they were not safe. Rowan 
attributed feelings of sadness to feeling unsafe: 
 
Figure 11 Rowans resilience tree 
Rowan wrote their 
worries on the top 




Being safe because when she drinks a lot like she forgets about me 
and ‘Kit’, sometimes, a couple of times I’ve had to like go out in the 
middle of the night and phone Grandma and it’s like one o’clock in the 
morning or something. And erm she, she used to hang out with like 
the wrong people and things and that’s why she started drinking and 
things (Rowan) 
Similarly, to Roux and Cody’s shared experiences of PSM and associated 
adults, Rowan identified that the adults their mum associated with was a 
source of worry and made them feel unsafe. For Rowan, their experience of 
feeling unsafe extended beyond their family home, as they described being 
taken to houses where they didn’t want to be. This further conveyed their 
vulnerability and exposure to their parent’s chaotic lifestyle: 
Erm like, it’s like a normal house but then erm there’s drinks on the 
table and things and like loads of glasses and erm sometimes I went 
to this house and there was a little baby as well and things and I felt 
really sad. (Rowan) 
On this occasion Rowan’s vulnerability and sense of isolation was apparent; 
Rowan had been unable to contact their grandma to come and collect them: 
we like get worried sometimes if erm our mum drinks […] like when 
am I going to see my family again if I’m somewhere else. (Rowan) 
Rowan also wrote on their drawing of the tree, that the future was a worry for 
them. This was in relation to their mum’s alcohol misuse and the impact this 
would have on whether they saw their family. Rowan’s reflections suggest 
that PSM ignites a sense of anxiety, which relates to their feelings of being 
unsafe and experience of the unpredictable behaviour of the adults around 
them. This is further highlighted in Rowan’s memory of a family holiday: 
We were at [a holiday park] one time and erm we were with my auntie 
and my cousin […] and my mum’s friend was there as well and he 
was drinking. I don’t know if my mum was drinking but my mum’s 
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friend came drunk already and then he smashed the window and then 
erm I just remember that ever since and erm it’s just made me sad. 
(Rowan)  
The feelings of danger, being scared and experiencing unpredictable adult 
behaviour were undoubtedly frightening for these children. As with Rowan, 
Quinn identified that ‘to be safe’ and in a way to be protected was hugely 
important for all children experiencing PSM: 
We all need this in this world, somebody to follow you around, every 
single day, protect you and if anyone is bothering you, they can go 
after them and teach them a lesson. (Quinn)  
Quinn’s description of needing to be protected, highlights the probable 
feelings of danger and uncertainty experienced because of PSM. Quinn’s 
description also implies violence is necessary to be protected, perhaps 
signifying the normalisation of violence in Quinn’s life.  
14.1.5- Feeling isolated 
Through their emotive recollections and reflections of experiencing PSM, the 
complexity of emotions felt by the children was evident. The feelings of 
danger, being scared and not being safe highlight the struggle these children 
have faced and continue to face. Linked to these experiences, the children 
who participated also identified feelings of isolation as a direct consequence 
of their parent’s substance misuse. 
Quinn shared their experiences of PSM and their learnt coping strategy to 
self-isolate. Quinn described how they would save money, buy food and 
store it in their bedroom. In the event of their parents misusing substances, 
this meant Quinn could stay in their bedroom and not have to go downstairs 
for something to eat: 
All I do when I see alcohol, I stare at it doing this (cross intense stare, 
signifying stare to parents) and then I just go upstairs […] I stay 
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upstairs me; I don’t go down […] I get a fiver sometimes for helping 
my nanna and I get food, take it upstairs and hide it and I get to eat 
that then I don’t have to go downstairs. (Quinn) 
Quinn indicated this was something they would have to do that evening:  
And then I can just go to sleep, like probably when I get back from 
here tonight, I probably just watch YouTube, get in my bed and just 
chill out. (Quinn) 
Whilst Quinn’s description could signify a level of resilience and ability to be 
resourceful in the face of adversity, it also highlights a sense of loneliness. 
When asked how this made them feel, Quinn’s response was ‘scared’. Quinn 
had been allocated a keyworker (specialist support service) the week prior to 
the interview and when asked how having somebody to talk to made them 
feel, they responded by saying ‘More nicer’. 
Kit also attributed feelings of isolation to children who shared the same worry 
as them. Kit felt it was important that children who worried about PSM had 
somebody to talk to: 
[…] if other children had the same problem, I think like they would just 
feel like they don’t have anyone to talk to. (Kit) 
Feeling isolated was also described by Taylor. Their description also 
conveyed the impact PSM had had on their daily family life: 
We don’t always have family time anyway, but that’s beside the point. 
So, I don’t like talking, well not that I don’t like talking, I’m just isolated 
because I want to be isolated, I just want to be alone. (Taylor) 
Taylor was visibly sad as they described their increased isolation due to 




Feelings of isolation were also felt by Charlie whose descriptions and 
reflections of their family life suggested they were isolated at home and that 
this was not something they were content with: 
I don’t really do anything, like I don’t really have any clubs that I go to 
or anything. (Charlie) 
Outlined previously in this chapter was Charlie’s description of caring for a 
younger sibling due to their parent’s substance misuse. It could be possible 
that Charlie’s feelings of isolation were linked to their caring role and was the 
reason they were unable to access community resources such as youth 
clubs. 
14.1.6: Feeling anxious and uncertain about the future 
Throughout the interviews, the children’s narrative of their experiences 
highlighted the complexity of emotions they felt when exposed to PSM. The 
experiences described by the children, were of the past and present but 
inextricably linked were their feelings about their future: 
Like what’s going to happen in the future […] like what’s going to 
happen if she drinks again. (Kit) 
Due to increased safeguarding concerns related to their mum’s substance 
misuse, Kit and Rowan were temporarily living with their father. At the time of 
the interview, they had been living with their father for almost two months. 
Neither Kit or Rowan knew how long they were going to be there and what 
would happen if they went back to live with their mum and she drank again.  
Rowan’s description alluded to the fact that they were also worried about the 
potential for dad to misuse alcohol as well, leaving Rowan with increased 
anxiety about what would happen if both parents misused alcohol. Rowan 
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In contrast to Kit and Rowan’s reasons for feeling uncertain and anxious 
about their future, Cody’s anxiety about their future was not related to adult 
behaviour but their anxiety about how they themselves would behave in the 
future. 
Cody’s description of not wanting to smoke when they are older but feeling a 
sense of inevitability was a clear cause of personal struggle for Cody:  
[…] the thing I hate the most is smoking, like I hate the smell of it and I 
hate it, an I think it’s disgusting and I really don’t want to do this when 
I’m older but I feel like…I’m gonna end up doing it and I really don’t 
want to smoke. (Cody) 
The internal battle Cody was experiencing appeared to relate to the 
uncertainty of their current circumstance. At the time of the interview, Cody 
was living in temporary accommodation due to fleeing their family home. 
Cody’s descriptions show a belief by Cody that smoking is what people do 
when stressed, Cody appeared to have no alternative positive coping 
strategy. This internal battle of not wanting to smoke, smoking being 
inevitable and the anxiety this caused about their future health is apparent: 
I don’t really know […] I get 
worried at my dad’s as well 
because […] I don’t know like if 
that (substance misuse) was 
going to happen again or if it was 
going to be with both of my 
parents as well […] I feel ok I just 
like want to know where I’m 
gonna be and things so that I 




Yeah cos I know this girl and she lives in the B&B and she’s only 15 
and she smokes an like I feel like I’m gonna be under a lot of stress 
that I might start smoking […] I might get peer pressured into it […] I 
don’t want to die I want to have a long life […] I know it sounds stupid 
but I don’t wanna die. (Cody) 
When the topic of positive coping strategies was explored, including 
discussion around what might help Cody to feel less worried about their 
future, there was a long pause before Cody stated: 
I don’t know mmmmmm I really don’t know (Cody) 
The negative impact of living with PSM and the experienced complexity of 
emotional felt by children is evident. The direct negative impact on a child’s 
mental health is depicted below. 
14.1.7- Self-harming to cope 
For one child, their mental health was so profoundly impacted due to their 
parent’s alcohol misuse, they had self-harmed and contemplated taking their 
own life: 
I don’t want him to drink but I can’t stop him, the thing that is upsetting 
me was I had like a suicidal episode in school, so obviously they had 
to phone up my parents for that and then he was like well if I stop 
drinking will that make you feel better, and I was like probably not but 
I’m not going to tell him that and that yes it would make me happier 
because I don’t want him to drink, but a month later he starts drinking 
again […]. I can’t remember how I felt because at the time I wasn’t in 
the best state anyway because I was self-harming, suicidal and so I 
was more focussing on myself than I was dad. As bad as that sounds, 
I was more focussing on the fact that I was trying not to kill myself 
rather than going back to see him in hospital all the time. (Taylor) 
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This powerful account from Taylor highlights the profound impact PSM had 
had on their mental health. Taylor reflected on this time in their life and how 
they had not had support from outside of their family up to this point. Taylor 
shared with me that they had since been accessing specialist support 
regarding dad’s alcohol misuse for almost two years and they no longer self-
harmed or had thoughts of suicide. 
14.1.8- Superordinate theme 1: Summary 
This superordinate theme has highlighted the emotional impact on children 
who are living with, and have experienced PSM. Children were often unable 
to fully share their lived experience due to not being able to find the words 
and at times being too sad and close to tears.  
The shared accounts from children witnessing parents under the influence of, 
and taking, substances portray the complex experiences and emotional 
burden placed upon these children.  
Alongside feelings of anger, sadness, being isolated and anxious about their 
future, children also shared their experiences of substance related 
behaviours, of possible drug dealing, domestic abuse and parental absence. 
The following superordinate theme will present in greater detail the 





Superordinate theme 2: Children’s experience of 
living with parental substance misuse 
The previous chapter highlighted the emotional responses the children felt 
and experienced when exposed to PSM. Whilst there was a shared 
consensus from the children around the complexity of emotions felt, it is 
important to recognise that not all children experience PSM in the same way. 
As such, this chapter will explore additional factors related to PSM which 
children shared throughout their interviews. Each subordinate theme, as 
shown in table 6 will be presented and analysed in turn; 
Table 6 Children’s interviews subordinate themes 2.1-2.8 
Subordinate Theme 
2.1 Witnessing parental harm 
2.3 Parental physical and emotional absence  
2.4 Young caring role 
2.5 Lost childhood 
2.6 Money and limited resources 
2.7 Living through ups and downs 
2.8 Loyalty to parents 
 
15.2.1- Witnessing parental harm 
The interviews did not explore children’s experience of witnessing parental 
injury, yet, despite this, children’s reflections of their experiences evoked 
emotional descriptions of seeing their parents in poor health and/or injured 
due to their substance misuse. 
The severity of the impact substance misuse had on parents’ physical health 
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was clearly outlined by Taylor. Taylor had witnessed their dad having an 
alcohol-related seizure at home; this was undoubtedly a distressing incident 
for Taylor to see. Seemingly, at the forefront of Taylor’s memory was the 
change in their dad’s behaviour during this time. This change, perhaps due 
to damage caused by the seizure, had unnerved Taylor and they no longer 
wanted to visit their dad as frequently: 
He had a seizure and got taken to hospital, I didn’t know until the next 
day. We went to visit him a couple of times and I don’t understand 
why he was doing this but he was trying to force me to play with his 
phone […] I didn’t want to visit him that often. (Taylor) 
Alcohol appeared to be linked to parental poor health and injury; no other 
substance was mentioned by the children. For Quinn, when reflecting on 
their worst memories of PSM, their initial response appeared to be blasé, as 
depicted here: 
Me I don’t mind if, I just think this […] if you want to drink it, yes you 
can, but it’s her fault if she falls over for drinking it […] If I hear a bang 
I will go running and see what it is, I’ll go downstairs racing, I’ll 
probably break my bloody neck by falling down the stairs too. (Quinn) 
However, when asked how they felt when alcohol was around them, Quinn’s 
tone changed. In a whisper, Quinn replied ‘worried’. Quinn’s confidence and 
blasé approach quickly became increasingly emotive: 
I do remember […] I was sleeping at Nana’s and I had a headache, 
yeah, my tummy hurt actually and I was sleeping over. I’m not allowed 
now an I, I don’t mind. Erm an then my mum came around and she 
was drinking […] I was just playing on the PS3 an then, she came 
around with a nosebleed yeah and said she had fell down the stairs. 
(Quinn) 
Quinn’s recollection of hearing bangs and earlier reflections of needing to 
isolate themselves until parents calmed down, poses the question of how 
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Quinn’s mum had sustained her injuries. It could be possible that Quinn’s 
mum is the victim of domestic abuse and had had to flee the house to 
maternal grandmothers, on the evening when she suffered a nosebleed. 
Whilst Quinn had not witnessed the injury being sustained, to see the injury 
would have undoubtedly been emotionally distressing. 
Charlie had also experienced witnessing substance-related injuries: 
Because there have been instances, there was one incident where 
she drunk too much and had fallen over and really hurt her eye and 
ended up having to go to hospital and have stitches and then have an 
operation because she really damaged the muscles in her eye. So, 
there’s always a worry of something like that happening again […] 
Also, with mum one night she had been out and fallen over and then 
came home all black and bruised and cut and…that was quite scary 
as well. (Charlie) 
The emotive account by Charlie of seeing the extent of their mum’s injuries 
and the fear they felt not only in the moment but also the fear of repetition 
links back to previous identified feelings of anxiety regarding the future. 
Charlie’s description of their mum coming home and the description of mum 
being ‘black and bruised’ could suggest that mum’s injuries were not 
sustained because of a fall whilst intoxicated, but that Charlie’s mum had 
been the victim of an assault or the victim of domestic abuse. 
Throughout the interviews, children reflected on their memories of seeing 
their parents injured. As outlined above, whilst children had described 
substance-related injuries, it is possible to assume from their descriptions 
that injuries may not have been sustained from a fall or an accident. Children 
had not identified domestic abuse explicitly; however, their accounts of 
hearing bangs, parents shouting and swearing, and injuries suggest children 




I can hear it and it keeps getting in my head, does my head in and so I 
put my PS4 on and put my headphones, put loud music in my 
headphones and then all I can hear is my music. (Quinn) 
Quinn’s description of hearing noises downstairs when they are in their 
bedroom further supports the analysis that domestic abuse is a significant 
factor in the lives of some children living with PSM.  
Quinn’s thoughts, given below, clearly illustrate that the complexity of PSM 
and associate factors such as domestic abuse have a significant impact on 
the lives of these children: 
You need more help to stop, like say stop drinking, to stop parents 
from drinking because it’s not very nice or right for a kid to see it. 
(Quinn) 
Taylor shared their experience of hearing arguments between their mum and 
dad which were substance-related. Taylor described hearing arguments 
because their dad wanted ‘more beer’ and mum was refusing to go to the 
shop for him. The emotional impact on Taylor of hearing this conflict was 
evident in the interview, as they spoke with an apparent anger and sadness 
at this situation.  
A further impact on Taylor was that following the conflict, Taylor’s mum 
would not allow dad into their bedroom and so he then slept in Taylor’s 
bedroom. This meant Taylor had to sleep either on the sofa or share their 
mum’s bed. Taylor spoke of regularly being displaced because of their 
parent’s arguments: 
Mum and dad argue mainly about my dad wanting mum to get him 
more beer (Taylor) 
At the start of this chapter, Roux’s drawing of the chemical tiger and their 
reflections of seeing this tiger put things into people’s mouths, as well as 
being a ‘bully’ tiger, could suggest that Roux had also witnessed and 
experienced domestic abuse. It is not clear from Roux’s reflections who the 
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bully tiger is; however, it is possible that Roux has witnessed their mum 
being coerced into drug taking. Roux’s use of the word ‘hurt’ is also 
significant and signifies they may have witnessed violence. 
Although children did not explicitly identify being exposed to domestic abuse, 
as outlined above this is a very real possibility. Their reflections and 
recollections of memories but also of current and future concerns have been 
linked to feelings of anxiety due to the unpredictable nature of PSM. Children 
experiencing unpredictable behaviour is further depicted in the next theme 
which explores the experience of children when their parents are absent.  
15.2.3- Parents physical and emotional absence 
For children living with parents who misuse substances there were times 
when they didn’t know where their parents were and if they were safe. The 
anxiety this caused is illustrated by Charlie: 
[…] my mum […] a lot of the time the worry is she’ll go out and 
probably be drinking and then her phone will end up running out of 
battery or she’ll put it down somewhere and I won’t be able to get hold 
of her an I don’t know where she is and so I’ll be at home, usually on 
my own with [sibling], erm, not knowing where she is and not knowing 
if she is coming back, if she’s gonna get back […] that’s when I really 
worry (Charlie) 
Charlie reflected on times when they had been left overnight, due to mum 
staying with friends or her boyfriend. It wasn’t until the following morning or 
day that Charlie knew if their mum was ok and where she had been. 
The pressure on Charlie to cope during these incidents of mum being absent 
were evident through Charlie’s reflections of needing to reassure their 
younger sibling that everything was going to be ok. Charlie’s descriptions 
highlight the emotional maturity Charlie had to present to their siblings; in 
essence Charlie was putting on a brave face, perhaps to the detriment of 
their own emotional health. 
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A further concern for Charlie during these periods of absence was the impact 
of trying to cope with their older siblings’ behaviour with mum gone. Charlie’s 
older sibling (aged early twenties), had been hospitalised on a number of 
occasions in recent years because of struggling with their mental health and 
continued cannabis use. Charlie’s mother’s absence resulted in additional 
caring responsibilities not only for their younger sibling but also being left in a 
position of responsibility to care for other substance users in the household. 
Rowan shared similar accounts of being left for periods of time and not 
knowing if or when their mum was going to return. Rowan’s memory of being 
poorly and needing their mum, highlighted the increased vulnerability of 
Rowan, not just because of their age, but also due to having been left alone 
when unwell: 
Then the other time was when I was poorly […] it was in the morning 
and my mum took [Kit] to school and then I was left by myself for like 
4-5 hours and I didn’t have any credit on my phone and I couldn’t ring 
anyone. But then I went to my neighbours and erm asked to use the 
phone to phone my grandma and she came and picked me up […] I 
thought she had just gone shopping but she was being a really, really 
long time and I, that’s why I had to phone grandma […] it was like 
making me really sad because I was just looking out the window and 
she wasn’t there and so it made me a bit upset. (Rowan) 
Rowan also recalled a time when they had been waiting at their dad’s house 
for mum to collect them, as they were going on holiday. The excitement of 
going on holiday was dashed when their mum came to collect them and it 
was then too late to make the holiday: 
It just happened when my mum forgot to take us on holiday and we 
were at our dad’s and she came back late, well she didn’t come back 
to take us to our holiday. (Rowan) 
Parents being absent from their children due to misusing substances away 
from the family home could indicate parents’ attempts to shield their children 
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from their substance misuse. Whilst this may be the case, it is clear from the 
descriptions of these two children that parents being absent has a profound 
impact on their emotional wellbeing.  
For some children the impact of their parents misusing substances is not the 
physical absence but more so the emotional absence and inconsistency in 
their behaviour towards their children. Taylor shared their emotional 
reflections of their dad’s substance misuse and the changes in behaviour 
they endured during his relapses.  
Taylor spoke with heightened emotion; they were visibly angry and teary-
eyed as they shared their reflections with me. Taylor explained that they had 
come home from school to find the door to the house open. Taylor was 
angered that they were in trouble for leaving their house keys in the door, 
despite dad having been ‘drunk’, asleep and having left the door wide open. 
There was an apparent frustration shown by Taylor, that it simply wasn’t fair 
that they had been shouted at for a mistake: 
[…] not only had I left the key in the door when I’d left that morning, he 
was pissed off at me for that despite the fact that it was only a mistake 
and he’d left the door open, despite the fact that he was drunk and 
clearly could not defend the house if you know someone tried to break 
in. (Taylor) 
Taylor explained that, when their dad was not drinking, he was very ‘touchy-
feely’, he was always wanting to give cuddles whilst watching TV. Taylor 
laughed at how annoying this could be and how when dad was drinking this 
gave them some respite, as dad would isolate himself to drink. However, 
Taylor was beginning to notice that even when dad was not drinking, he 
appeared to no longer want to spend time with Taylor: 
It’s like my dad’s really touchy-feely so it’s a slight positive because it 
means my dad stays upstairs and he isn’t going to start asking me to 
stay with downstairs or anything like that. Even then he doesn’t really 
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try any more anyway…he doesn’t make a massive deal about it 
anymore. (Taylor) 
Like Taylor, Quinn had also experienced inconsistency from their parents in 
relation to their emotional availability. Fortunately for Quinn, their dad had 
recently reduced his alcohol misuse and Quinn now felt that they could 
confide in dad. Had Quinn’s dad not been able to achieve a reduction in his 
alcohol use, it is possible that Quinn would not have had a parent who was 
able to be emotionally available for them or able to ensure their day-to-day 
needs were met.  
This is even more significant given Quinn’s difficulty with speech and 
language, suggesting that at times when both parents were misusing alcohol, 
there would not have been an adult available at home to support Quinn with 
their school work and exercises to encourage speech and language 
development: 
Well my mum drinks alcohol all the time as you know and she’s trying 
to calm it down you know, I trust my dad […] Her drinking say now 
yeah, well I’d rather talk to my dad and then if my dad’s drinking, he 
used to but now he don’t, I’ll talk to mum, yeah. (Quinn) 
Similarly, to Quinn, Cody had experienced inconsistency in relation to their 
parent’s availability for them. Cody’s use of the words ‘most of the time’ 
suggest there are times when they are unable to confide in their mum. If 
Cody’s mum, as with Quinn and Taylor’s parents, are not approachable, then 
it is possible that these children are at times unable to not only confide in 
their parents but seek comfort, guidance, receive appropriate supervision 
and receive consistent emotional warmth: 
Well say like it was about drugs or anything it would be a bit weird to 
talk to her about it but most of the times I can tell my mum. (Cody) 
The reflections from the children illustrate the impact PSM has on their 
parents physical and emotional ability to respond to their care needs. When 
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parents are not able to fulfil their parenting role, the role of caring fell to their 
children. 
15.2.4- Young caring role 
It is evident from the children’s reflections that due to parents’ physical 
absence and inconsistent parenting due to their substance misuse, children 
were frequently taking on a caring role to young siblings. 
As outlined previously, Charlie and siblings had experienced periods of 
neglect due to their mum’s physical absence. For Charlie, this meant being in 
a position or role where they were the one having to comfort and care for a 
younger sibling. Charlie described that this had happened on school nights, 
suggesting that they were not only having to meet their own needs in getting 
themselves ready for school but having to ensure their sibling was ready for 
school also (this is explored further in subordinate theme 4.1): 
It’s sort of trying be a bit brave so [sibling] doesn’t get upset, and 
having to look after [sibling] (Charlie) 
Charlie also described their increased caring role and need to offer comfort 
to their younger sibling in an attempt to lessen their worry. Especially when 
their mum had been absent and returned home with visible injuries and when 
their older sibling had also been misusing substances or their mental health 
had declined: 
A bit worried and a bit scared seeing mum and my brother like that 
erm a bit trying to keep [sibling] not worried so erm looking after her a 
little bit […]  An then maybe also sometimes [sibling] can be very 
forgiving [...] When sometimes erm I can be less forgiving on mum if 
she’s done something and left me and [sibling] alone in the house and 
I’ve had to look after [sibling] (Charlie) 
Despite being only 8 years old, Quinn had learnt how to care for their 
younger sibling when parents were misusing alcohol. Quinn had learnt 
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strategies to safeguard themselves in terms of not picking up drinks in the 
house without smelling them first. Quinn had learnt the difference between 
‘fizzy pop’ and fizzy pop that had alcohol in it. Quinn was teaching their 6-
year-old sibling to smell the drink first and not just to drink it: 
They get different ones, they get dark ones and they put coke in it […] 
I need to sniff it to see if it’s coke, if they hold it for a minute, whilst 
they’re not looking I sniff it to see if it just coke and then I get a whiff of 
it and then I do this (holds nose and shakes their head). (Quinn) 
As they were sharing with me their learnt strategies to test the drink, Quinn 
looked full of pride as they explained how they were keeping their sibling 
safe and teaching them to smell the drinks:  
And does [sibling] know to sniff it and not just pick it up, because she’s 
only little. (Interviewer) 
Yeah we are trying to tell her that […] if she wants coke I’ll go and get 
her some (Quinn) 
The children’s reflections of their caring role highlight both the physical 
aspect of keeping young siblings safe but also of helping to ensure their 
siblings emotional safety through comfort and reassurance. This undoubtedly 
places a heavy burden of responsibility on these children to undertake roles, 
perhaps associated more so with adulthood. The following subordinate 
theme explores in further detail the sense that for many of these children 
they had to become mature beyond their years.  
15.2.5 Lost childhood  
As the shared experiences from children illustrate above, PSM had a 
significant impact on children and their increased caring role. The children’s 
descriptions also illustrated the maturity they had had to develop, during 
times when their parent’s substance misuse had increased.  
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For Charlie their caring role had meant they had grown up quickly, perhaps 
more so than their peers, with their perception being that due to PSM they 
had had to become ‘a bit adult’: 
I think it’s probably made me quite responsible, because I have to be 
a bit adult and look after [sibling] sometimes and be quite mature 
about it. I think that’s a good thing in a way that it’s made me more 
mature. (Charlie) 
At aged 16, Charlie had begun to notice a difference between themselves 
and their peers. Their caring role and precocious maturity appeared to set 
Charlie apart from their friends. Perhaps not simply due to Charlie being 
mature beyond their years but because of their negative experiences of 
substance use, Charlie was finding socialising with friends increasingly 
troublesome: 
Sometimes, because of the experiences I’ve had, can make me a bit 
[…] bit worried and a bit angry about people using drugs and alcohol 
because obviously I’m thinking about the long-term effects it can have, 
seeing people being irresponsible […] so I’m at a party and people are 
drinking, sometimes I feel a bit like well that’s irresponsible because 
you don’t know the effects that can have on you in the long-term. 
(Charlie) 
Similarly, knowledge of substance misuse appeared to influence Cody’s 
advanced maturity. Cody shared a belief that all children should have 
knowledge of substances, as there was a risk they could take a substance, 
mistaking it for a sweet:  
Like see I’m not stupid, I know stuff like this, like some kids don’t know 
and they’re like oh my god I don’t know what that is […] I think like 
kids should know about it because someone could give it to em and 
they’d be like ahhh thanks for the sherbert. (Cody) 
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Cody spoke of parents trying to protect their children from seeing drugs, but 
felt strongly that children needed to know what drugs were and the dangers. 
Cody’s (aged 11) description outlined previously of crack cocaine, coupled 
with a belief that children needed to know about drugs, suggests Cody’s has 
knowledge beyond their years, as a consequence of the adversity they have 
experienced due to PSM: 
 Yeah like I think more kids should know about it. (Cody) 
Cody’s description and sense of self in relation to their advanced maturity 
could be perceived to be a positive attribute. As with Quinn having learnt to 
test drinks before drinking them, Cody’s knowledge of substances appears to 
be an internal safeguard. Whilst Cody and Quinn may have developed 
strategies and knowledge which could demonstrate a certain level of 
resilience, this does not address the emotional impact of what they are 
seeing and hearing. 
15.2.6- Money and limited resources 
It became apparent through the children’s reflections and emotive talk that 
living with a parent or parents who misuse substances had increased the 
children’s need to act and respond, ‘to be a bit adult’ (Charlie). Being mature 
beyond their years and needing to develop strategies was apparent when 
resources at home were impacted on. 
Charlie identified money was a significant factor when their mum had lapsed, 
leaving the family with little monetary resource: 
I’d probably say money, money has been a little bit because if mums 
using all her money in the wrong way. (Charlie) 
For Rowan their parent’s substance misuse had also impacted on family 
finances. Prior to moving to live with their dad, Rowan and Kit had 
experienced being unsettled and had had to move home. It is not clear why 
this was the case, but it may have been related to substance misuse. Rowan 
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and Kit’s mum may have been unable to pay rent on their home as their 
mum had lost her job, but Rowan was keen to mention that she had started 
work again: 
An then we moved to a flat and it was cheaper and erm like now she 
works more, well she doesn’t work more but like she works. (Rowan) 
As depicted previously, the children’s experiences of PSM had forced them 
to become resourceful, to develop ways to survive in the face of adversity. 
For Quinn this was evident in their description earlier of hiding food in their 
room. Quinn had also come to learn that if there was little food at home, then 
going to their nana’s house was an option.  
Well no but they do worry about food […] say like we haven’t got 
enough food I’ll go to my nana’s and get fed. (Quinn) 
Whilst this is positive for Quinn, it is unclear whether Quinn’s siblings were 
also able to get to and from nana’s house if they had gone without food. This 
raises the question of whether Quinn was having to care for their siblings and 
ensure that they too had eaten. 
Linked to lack of food and financial hardship, the financial impact of PSM 
also meant that children were often unable to experience positive activities. 
This is evident in Cody’s description of their love of sports and sheer 
excitement for the future: 
Oh my god if somebody took me swimming, I’d love that. I love 
swimming I just love it. I could stay in the pool for hours and hours and 
hours […] yeah, I love cricket and rounders as well (Cody) 
Cody had been promised by their dad that they would take them to martial 
arts classes (MMA). This was something that Cody felt would help with their 
feelings of anger. Although the promised classes had not yet materialised, 
there was a sense that Cody believed this would happen one day: 
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Yeah my dad’s well don’t tell anyone but my dad’s gonna try and look 
for MMA places for me and see how much money it is and then he’s 
gonna try and pay for it if he can but he said he doesn’t want anyone 
to know. (Cody) 
Cody also shared their knowledge of local activity centres; perhaps they had 
overheard of such places from friends. Cody began to describe a 
trampolining centre but from their description it appeared Cody hadn’t been 
there, although this was something, they felt they would enjoy: 
I don’t know but like there’s this place called Jump Heaven an it’s so 
cool and when I go places like that […] (Cody) 
When asked why this place and activities were important to Cody, they 
confirmed it would take their mind off things. Other children were more 
fortunate, in that when they experienced hardship, they had family members 
whom they could rely on for practical support (this is explored in further detail 
within superordinate themes 3 and 4).  
Charlie was able to contact their dad during times of crisis and hardship. 
They also had the opportunity to be able to have a break from their home life 
to have weekends at their dad’s house: 
I’m quite lucky at the weekends to be able to go to my dad’s and to be 
in a completely different environment and to be completely out of it an 
have a break. So, I’m really lucky I have that and also my dad’s quite 
supportive as well when things are happening, he’s always at the end 
of the phone. (Charlie) 
Similarly, Rowan also had extended family who offered support and enabled 
Rowan and their sibling Kit to have opportunities to experience positive 
family activities: 
my uncle he didn’t take it too well at the start because he went and he 
shouted at mum and things but now like they’re best friends and I’m 
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actually going to see him with my mum and having Japanese food in 
town. (Rowan) 
The impact of PSM on the lives of children has been identified in relation to 
their caring role, early maturity and experienced hardship, which has limited 
the availability of food and positive life experiences. Through their shared 
stories and reflections, it is clear that the negative experiences are not 
persistent and there are times when family life is less worrisome. 
15.2.7- Living through ups and downs 
Through the children’s reflections of their experience of living with PSM, it 
was evident they experienced ‘ups and downs’ in relation to whether their 
parents were misusing substances or not. For some children, not 
experiencing PSM persistently may allow for some respite and, in a sense, 
some time to re-charge their batteries. Yet, for some children, having to 
experience ups and downs depended on whether their parent was misusing 
substances or not and could increase their anxiety. Not knowing whether 
their parent was going to relapse would understandably create uncertainty 
and unpredictability and perhaps would be even more difficult for younger 
children to comprehend:  
It’s usually the good times, like Christmas or birthdays, that he starts 
drinking and then doesn’t stop […] At first, when I was younger, I 
didn’t understand what was going on. Then when I got older I started 
to understand it. (Taylor) 
Rowan had experienced significant ups and downs and had recognised the 
six-monthly cycle their mum seemed to follow: 
It stopped for like 6 months and then the first time it happened it was a 
couple of years after, actually it happened when my mum and dad first 
split up she just like drank a lot but then she stopped […] because she 
was just like getting over my dad and mum breaking up…so like 6-12 
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months it stops and starts again that’s usually when it happens. 
(Rowan) 
When talking about the ups and down of their mum’s cycle with alcohol 
misuse, Rowan wrote on the trunk of the tree, they wanted their mum to get 
better, as this would help them to feel strong: (Rowan) 
 
Figure 13 Rowans resilience tree- mum getting better 
 
Alongside the differing levels of substance misuse, Charlie linked their 
mum’s absence to increased concern. Charlie highlighted that although mum 
being absent happened ‘every so often’, it is without doubt that when 
incidents of increased substance misuse occurred, these would have had a 
significant impact on Charlie’s emotional wellbeing: 
There’s like drinking when mum will have just like a few drinks and 
that’s not an issue at all but sometimes if its erm, she’ll go to her 





hold of her. Probably because she’s been out and that’s only like, 
that’s only happened a few times in the past few months. (Charlie) 
Charlie’s experience of ups and downs were not just in relation to their 
mum’s substance misuse but their older brother’s as well. This meant not 
only Charlie living with two adults misusing substances but having to endure 
two different cycles or patterns of substance misuse: 
With my brother, it was quite a big worry because he was using drugs 
and then he was actually in hospital and was sectioned, probably a lot 
to do with his drug use. He had a manic episode, so then he was 
sectioned and ended up staying there for about a month. Erm, after 
that his behaviour has sort of been very different, erm, so a lot of it is 
about worrying about if he starts using alcohol, using drugs again, if 
that could happen again. (Charlie) 
The impact of continued ups and downs was evident for Taylor as their 
family had, in a sense, given up hope of change being sustained. From 
Taylor’s emotional account it was clear that the continued ups and downs of 
dad’s alcohol misuse had led to family conflict and a strained relationship 
between Taylor and their mum: 
I wasn’t that worried, it wasn’t as bad as previous times and to be 
honest it’s just got to the point where I can’t care about it and if he 
wants a drink and to kill himself then he can do that. Sure, I don’t want 
him to die but if he’s going to drink and if he’s going to continue, if he’s 
gonna continue that way we can’t stop him so what’s the point in 
worrying about it. He has to stop on his own. (Taylor) 
The impact on Cody of their parent’s substance misuse also appeared to be 
an up-and-down experience. PSM was not persistent in Cody’s life, however, 
what was apparent was Cody’s experience of an anxious wait, not knowing if 
their mum was going to relapse. Cody described how they felt when waiting 
to move to temporary accommodation and their dread that due to the 
stresses of their circumstance this would lead mum to misuse substances: 
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Well, I thought when we got there that mum was gonna be like doing 
loads of alcohol and everything cos she was too stressed but she 
didn’t…I thought she was gonna be drinking an everything and doing 
alcohol but she’s not (voice tapers off to a whisper) an she’s doing 
that for her kids I guess. (Cody) 
Cody was also keen to tell me that their mum’s substance misuse was no 
longer a worry for them. Cody appeared guarded and didn’t want to explore 
their thoughts and feelings about substance misuse any further. Cody’s mum 
may have achieved abstinence but it may also be that Cody’s awareness of 
professional involvement was heightening their awareness of the potential 
consequences for disclosing information: 
Was a big thing but it’s not anymore…it’s like it gets around like she’s 
on stuff but she’s not like that anymore, she’s fine now (said sternly). 
(Cody) 
Experiencing the ups and downs of parents misusing substance and, at 
times, being able to remain abstinent, demonstrates a further emotional layer 
for affected children, compounding their experience of life being uncertain 
and unpredictable. 
15.2.8- Loyalty to parents 
Despite the negative impact of living with a parent who misused substances 
and the complexity of the emotional roller-coaster these children had 
endured; it was clear throughout the interviews that children were loyal to 
their parents. As children shared their reflections of PSM and associated 
experiences, they often stressed that their worries were in the past and 
parents had made positive changes. 
As Kit began to share their story using their drawing of the donkey, their 
sadness was visible and their story changed quickly, from that of describing 
their mum’s alcohol misuse to stressing that this hadn’t happened for a long 




Figure 14 If alcohol or drugs could turn into an animal by Kit 
 
Ermmm it’s still quite like looking after me, it’s just different […] You 
know about the last question about the donkey, well erm like the last 
time she drunk it was probably, actually like I can’t remember, not like 
a long time ago but like just she’s not done it for like 5 months. (Kit) 
Kit’s need to tell me that their mum had not ‘done it’ for ‘5 months’, despite 
having to move to live with their dad only two months previously due to 
mum’s alcohol misuse, suggests Kit felt compelled to protect their mum. Kit 
struggled to verbalise their thoughts and feelings about alcohol, their voice 
often tapered off into a whisper and, at times throughout the interview, they 
looked close to tears. 
Similarly, Kit’s older sibling Rowan shared information about their mum’s 
substance misuse before quickly stressing how well their mum was doing: 
Oh wait yeah yeah and she volunteers an things as well like she helps 
the homeless and is err she’s doing [charity] projects or something 
and she goes to alcohol meetings everyday or something I don’t know 
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about it […] but she hasn’t been drinking for like well like months or 
something. (Rowan) 
During the first half of the interview it was clear Cody was struggling 
emotionally. Their communication was closed; Cody would answer a 
question about substance misuse with the words ‘nothing’ and ‘No’. Perhaps 
for Cody the stakes were just too high; it’s possible that Cody understood the 
seriousness of the involvement of social care and the consequences for their 
family should they disclose too much information. Or it is possible they were 
simply being loyal to their mum and finding it too difficult to talk openly, as 
talking openly would test this loyalty. Only through exploring their support 
networks, and towards the end of the interview, did Cody appear to let their 
guard down: 
Yeah, cos she like used to go out every night and as soon as I was 
waking up she’d be coming in an going to bed and my dad had to, like 
don’t get me wrong mum would clean the house still and she was still 
like helping my dad get clothes ready even when she was drunk, but 
she wasn’t a nasty mum or owt like that. I used to always ask my dad 
what was wrong an he was like mummy’s just tired because that’s 
what you do in’t it. But she’s not like that anymore. (Cody) 
Throughout their interview, Charlie had been notably more descriptive and 
open about their experiences in comparison to younger children who 
participated. Despite this level of openness and detailed reflections, Charlie 
appeared compelled (as with the younger children) to stress that their 
worries were not in the present: 




15.9- Superordinate theme 2: Summary 
This superordinate theme has presented the detailed and emotive accounts 
from children, of their experiences of living with parents who misuse 
substances. Children’s reflections and shared experiences highlight the 
often-unpredictable nature of PSM.  
Emotive descriptions from children highlight what they see, hear and endure 
in relation to domestic abuse, inconsistent parenting and the impact on family 
life. The findings highlighted the uncertainty in children’s lives, the impact 
PSM had on children’s caring role and their need to protect and care for 
younger siblings. The need to care for younger siblings and their apparent 
maturity, highlighted how children had little choice but to be older than their 
years. The children’s reflections and shared accounts also highlighted the 
financial hardship they felt as well as having limited resources. Meaning 
children appeared to have little respite from their home life and worries of 
PSM.  
Table seven (below), illustrates the complex and multiple risk factors each 
child experienced due to their parent’s substance misuse.  
The children’s lived experience also highlighted their strength, maturity and 
strategies to cope. The following superordinate theme presents factors that 




























































































































































































































































































































































































● ● ● ● ● ●  ● ●               
 
Charlie 
● ● ● ● ●   ● ● ●  ● ●         ●  
 
Taylor 
● ● ●        ●  ● ● ●         
 
Rowan 
● ● ● ● ● ●  ● ● ●  ●          ●  
 
Roux 
●    ● ● ●  ●      ● ● ● ● ● ●    
 
Cody 
●    ● ● ●  ●      ● ● ● ● ● ● ● ●  
 
Quinn 




Superordinate theme 3: Understanding children’s 
support needs from within their immediate 
environment 
The previous two superordinate themes have identified and explored the 
emotional responses and experiences of children living with PSM. This 
superordinate theme identifies the concept of support from within the family 
and protective factors. The subordinate themes as shown in table eight 
below, will explore what children feel they need to feel supported and able to 
cope.  
Table 8 Children’s interviews subordinate theme 3.1-3.5 
Subordinate Theme 
3.1 Non-substance misusing parent 
3.2 Grandparents and extended family 
3.3 Importance of friendships 
3.4 Importance of family pets 
3.5 Need for a stable home 
 
16.3.1- Non-substance misusing parent 
The uncertainty and unpredictability that children living with PSM experience 
have been highlighted in previous superordinate themes. Throughout the 
interview’s children spoke of the importance of trusted adults in their lives, 
adults whom they could turn to in a time of need. For many children, having a 
parent who didn’t misuse substances was a critical lifeline, for both practical 
and emotional support. 
Kit had struggled throughout the interview to explore their thoughts and 
169 
 
feelings about substance misuse itself. As previously outlined, this was 
perhaps due to the fear of sharing too much information and the possible 
consequences this would have for not being returned to their mum’s care. 
When exploring support networks and what would help Kit to feel they could 
cope, Kit appeared to find this topic much easier to explore.  
As shown on the drawing of the roots (support network) below, Kit shared 
















My dad […] and probably my 




Similarly, Charlie explained that although they did not live with their dad, they 
saw him every weekend and as well as being able to provide practical 
support for the family, he was always at the end of the phone for Charlie: 
Figure 15 Kit’s resilience tree 
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Obviously, there’s my dad who works away in the week […] I see him 
at the weekends, erm, he’s quite good. Him and mum were married 
for quite a while and so he does understand, my brother and me have 
different dads but my dad took a big role in raising him so he knows 
us all quite well. He’s very supportive with [older sibling] he helps my 
mum with money and stuff, keeping organised, he’s very good at that. 
Even if I can’t see him every day he’s always at the end of the phone. 
(Charlie) 
The importance of having a parent who doesn’t misuse substances is evident 
from Charlie and Rowan’s accounts. However, Charlie’s reflections highlight 
the reality of parents being able to offer support when they no longer live in 
the family home. For Charlie it was clear that due to their mum and brother 
having been hospitalised due to substance-related physical and mental 
health needs, Charlie was understandably anxious about how they would 
respond and what they would do in an emergency scenario: 
If he’s not there then I have to be responsible and so obviously if I 
didn’t know what to do, then that could be really, really dangerous. 
(Charlie) 
Charlie identified a gap in their knowledge and stated that if they had been 
taught first aid then this may have alleviated some of their anxiety in the 
event of an emergency at home: 
I think if people understood more, they’d be able to know how to help. 
For example, if like a first aid was to do with alcohol and drugs, a bit 
more like widely taught. (Charlie) 
For Taylor, their mum was the non-substance misusing adult in the family 
home and whilst it is likely Taylor’s mum was responding to Taylor’s practical 
day-to-day needs, Taylor’s emotional health needs were not being met. 
Taylor’s account of having to keep their dad’s alcohol misuse a secret, 
suggests they were placed under unnecessary pressure and unable to 
confide in trusted adults: 
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My mum’s not helpful, she wants me to keep it a secret and not tell 
anyone and just keep it to myself. (Taylor) 
On the surface, it may appear that these children have appropriate support but 
what is evident from their descriptions is that support within the family home 
may not always be reliable and appropriate.  
16.3.2- Grandparents and extended family 
Children’s reflections of their support networks highlighted the important role 
grandparents played in their lives, both for practical support and for 
emotional comfort, during times of need. Taylor described the importance of 
their relationship with their paternal grandad and his close proximity to where 
they lived:  
[…] they don’t live with me, they visit a lot…my grandad is probably 
the person I have the closest bond with in the family […] he lives on 
the opposite side of [town]. Grandad and [cousin] I feel like they’re the 
only people I can really trust. (Taylor) 
This meant that Taylor could walk to grandad’s house after school if needed. 
Taylor shared that this was something they had to do on a number of 
occasions when their dad had been drinking and mum was still at work. 
Taylor also reflected on their relationship with extended family. Of particular 
importance to Taylor were their older siblings and their partners, who Taylor 







Rowan also reflected on the 
importance of family 
relationships, in particular their 
relationships with their 
grandparents. On the roots of 
Rowan’s tree (figure 16), they 
wrote ‘sister’, ‘Grandma x2’, 
‘Grandad x3’. ‘Mum’, ‘Dad’ and 
‘dogs’. Rowan appeared keen 
to tell me all about their family 
and most noticeable was their 
animation as they shared with 





In times of crisis, such as being taken to houses where adults were misusing 
substances (outlined in subordinate theme 1.4) or their parent being absent 
and being left alone, Rowan knew which grandparents to call upon. Rowan 
identified one grandma for cuddles and one grandma who could help in an 
emergency. It was this latter grandma who Rowan phoned to come and 
collect them:  
Yeah and also my grandma [A], my dad’s grandma she has started to 
like erm like ask me stuff. She like is the cuddly one because my 
grandma [B] just helps, she doesn’t really like the cuddly one. 
(Rowan) 
Rowan spoke positively about their family’s response to mum’s substance 
misuse; this appeared to please Rowan as it was clear from their 
descriptions that they didn’t want anyone to think badly of their mum: 
 
Figure 16 Rowans support network 
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I think they’re quite supportive of erm mum because they know that 
she has troubles and things and that she gets depressed really easily 
and things (Rowan) 
Rowan was keen to tell me about lots of people in their family. Although 
there were many adults in their family, from Rowan’s description there was a 
sense that the presence of many adults didn’t necessarily equate to having a 
robust support network. Perhaps Rowan’s honest reflections of their 
experiences were an attempt to reassure me that they had support. 
However, from Rowan’s descriptions of their family, it appeared there was 
only one grandma whom they could rely on in a time of crisis: 
[… ] I have like 3 or 4 grandads […] He doesn’t really like 
responsibilities of people to have to look after […] my other grandad is 
err he just plays and things my great grandad well he’s a bit cuddly. 
(Rowan) 
Quinn also shared during the interview that their nana was especially 
important to them. However, Quinn also shared that they were no longer able 
to stay overnight with them and she didn’t come to the house as often 
anymore. Prior to the interview, Quinn’s keyworker had informed me that 
maternal grandmother had been supplying Quinn’s parents with alcohol and 
drinking with them. 
The complex nature of PSM in relation to associated risk factors such as 
domestic abuse, threats of violence and the complexity of emotions 
experienced by children has been outlined. The complexity of substance 
misuse also runs into family relationships. As depicted above, children, 
through no fault of their own, are often in the middle of these conflicts and 
have no control as to whether trusted adults can be relied upon. Perhaps 
because of this level of uncertainty of the availability of adults, children find 
themselves building their own network. For many children, friendships 
appeared key to their emotional wellbeing.  
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16.3.3- Importance of friendships 
From the youngest to the oldest child participant, friendships were a 
significant, and much needed, source of comfort and escape. Not all children 
needed to be able to confide in their friends; for some children their friends not 
knowing their circumstance was their preferred choice as they wanted their 
friendships to be just about fun, as shown by Quinn: 
All my mates do is we just have a laugh […] I got my friends, my mate 
yeah, I got three mates, like my best mate, he is so the best and a very 
fast runner. My mate can do anything, he don’t hurt them, he just tell 
them to go away. (Quinn) 
Rowan was extremely excited to tell me they were having a friend to sleep 
over that Friday. It’s possible that Rowan was unable to have friends to stay 
whilst living with their mum, due to mum’s substance misuse, and this would 
explain why they were so excited to now be able to have a friend to stay: 
 [they] might be staying over at my house on Friday (Rowan) 
For some children, their friendships were a valuable source of support, as their 
friends were children who they could trust and who they could confide in. Kit 
shared their friend’s name and wrote it on the roots of their tree; having a friend 
who knew their mum and their circumstance was important to Kit: 
 This is another friend who knows my mum, a friend in school (Kit) 
During family conflict or strained relationships with trusted adults, friendships 
were a valued lifeline. Taylor explained the difficulties in the relationship with 
their parents. It seemed Taylor’s mum was beginning to isolate herself and 
was emotionally detached from Taylor, meaning friendships were even more 
important: 
I don’t think she’s ever really shown any proper love or anything, so of 
course I told my friends because I needed the support…Yeah and like 
it’s not like my friends are gonna think or bring shame or anything, they 
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just wanna help me […] even if I don’t talk to them about it, just being 
there with them, makes me happy. (Taylor) 
Friendships for Charlie appeared to support their sense of self, to be more 
than a young carer and their mum’s child. Time spent with friends allowed 
them to be their own person: 
I know I can talk to them if I needed to, so I’m quite lucky in that respect 
[…] I have them if I need to talk, if I need to but then again it’s nice to 
have that separate to be able to be sort of just being me without having 
to be like my mum’s [child]. (Charlie) 
The only two children who didn’t mention their friendships were siblings Roux 
and Cody; both these children had only just returned to school after months of 
absence and continued to live in temporary accommodation. It is likely that 
moving home, school moves and poor school attendance had meant they were 
separated from friends or did not have stability for long enough to form strong 
bonds with friends. 
16.3.4 Importance of family pets 
When exploring support networks with the children, many shared their view 
that their pets were sources of comfort. For some children, having a pet was 
as important as having a trusted adult in their life: 
They’re family, a teddy or a dog or like a pet you can hug, they’re like 
mum and dad, or social workers…because they can help (Rowan) 
Dad, my annoying sisters and my annoying brother […] an then 
maybe erm my wabbit and my tat and that really it (Quinn) 
Children’s ages did not appear to be a factor in whether pets were seen to be 
important; children of both primary and secondary school age identified their 
pets as being important in their lives, especially when they needed comfort: 
176 
 
The cat he’s just a cuddle monster, he used to be really, really feral 
not like massively feral but he would jump at my face a lot and now 
he’s just a cuddle monster and he’s adorable (Taylor) 
Rowan’s pet hamsters had died just before they moved to live with their dad, 
Rowan was visibly upset when sharing this. The uncertainty of where they 
were going to live meant they couldn’t have a new pet at the moment, but 
this was something they hoped for: 
My hamsters, well I don’t have hamsters anymore but erm they died 
just before I moved to my dad’s, but I’m getting another one when I go 
back to my mum’s, well when I visit even if I don’t live there, I might 
still get one. (Rowan) 
Through the children’s reflections of their experience of living with parents 
who misuse substances, the importance of a robust support network and 
additional protective factors such as friendships and pets was evident. For 
some children the instability of their living arrangements impacted on the 
availability of such protective factors. 
16.3.5- Need for a stable home 
The impact of the uncertainty and unpredictability of living with parents who 
misuse substances is documented throughout this chapter. Further 
compounding children’s feelings of isolation, the uncertainty and inability to 
seek support is identified within this theme. Children shared their 
experiences of being uprooted and not knowing where they were going to be 
living. 
Kit and Rowan had recently gone to live with their dad due to mum’s alcohol 
misuse. Rowan, being the older of the two siblings, was aware that there was 
a court hearing looming and they shared their anxiety about not knowing 
what was going to happen: 
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Because I don’t really know who I’m living with, I live with my dad at 
the moment but I don’t know when they go back to court, I might go 
back to mum I don’t know (Rowan) 
Kit shared the same anxiety about their future, Kit described not knowing 
what would happen if they went back to live with their mum and she drank 
alcohol again: 
I’m living with my dad now […] like what’s going to happen if she 
drinks again (Kit) 
Siblings Roux and Cody shared their experience of living in a bed and 
breakfast and their struggles to adapt to life, which was so different to being 
at home. Roux, Cody, their mother and siblings had fled their family home 
due to threats made against their lives. Professionals involved in supporting 
the family, including the police suspected that the threats to the family were 
related to drug debts and theft. 
As outlined previously, the family had had to flee because of threats made to 
their lives; the family didn’t know how long they would have to live out of 
area, in the bed and breakfast (B&B): 
I live with my mum, [siblings] erm and a lot of other people […] It’s like 
a hotel it has upstairs and a downstairs (Roux) 
I live with my mum now an we live in a B&B erm it’s alright but the 
thing that’s really annoying is, you’re not allowed in the dining room 
past 10 you’re not allowed outside past half 8. You’re not allowed to 
use this bathroom because you’re not in the same room or something 
and you’re not allowed out by yourself or anything basically. You have 
to go everywhere where your mum is basically it’s like she has to be 
stuck to you like glue (Cody) 
Although the security of being in the B&B appeared appealing for Cody, they 
were struggling with the change in lifestyle and the apparent endless list of 




[…] I’m just like a bit mad because there’s loads of rules. I’m not 
worried about where I live, I feel really safe an real secure an 
everything, it’s just annoying that the rules, but you got to have rules I 
guess. (Cody) 
16.6- Superordinate theme 3: Summary 
The impact of living with parents who misuse substances undoubtedly has a 
significant impact on the lives of children. This superordinate theme has 
presented the support needs of children living with PSM, within their 
immediate environment.  
Children have shared their experiences and their support needs, most 
noticeably was their need to have both practical and emotional support.  
Children identified support from a non-substance misusing parent, 
grandparents and extended family. Support from family was needed to 
support children, especially in times of crisis. However, their family support 
network was negatively impacted due to conflict within the family. 
Alongside the need for family support, children also shared their need for 
friendships, a vital source of laughter and relief from their often unpredictable 
and uncertain home life. To enable children to utilise support from their family 
and to build friendships, it was apparent that children needed to have a 
stable home. The following superordinate theme builds on the support needs 
of children living with PSM and presents the children’s experiences with 





Superordinate Theme 4: Understanding the role of 
professionals in responding to the support needs of 
children living with PSM 
Previous superordinate themes have highlighted the significance of informal 
support for children experiencing PSM. This superordinate theme identifies 
the protective factors which support children to cope in further detail. The 
subordinate themes outlined in table nine, explore children’s experiences 
and views of their support needs in a formal context, by way of support from 
professionals; 
Table 9 Children’s interviews subordinate themes 4.1-4.6 
Subordinate Themes 
4.1 Children’s experience of school 
4.2 Absence from school 
4.3 Support needs in school 
4.4 Support from professionals 
4.5 Needing somebody to talk to 
4.6 Longevity of support needs 
 
The first theme begins by exploring children’s experiences of school, before 
presenting themes relating to formal support. The purpose of this opening 






17.4.1- Children’s experience of school 
Given how much of their childhood is spent within school, it was not 
surprising that children’s experiences of school featured throughout the 
interviews. This theme explores the experiences of school life for children 
living with PSM. For Cody, school was not just a place to learn, but a place 
which formed a sense of identity, where they were known, and where they 
had friends:  
I do kinda like being at school cos erm not just like learning an stuff, 
like I was friends with the people […] so just you know, known. (Cody) 
For some children, school appeared to be a place that encouraged and 
motivated them to achieve, in order to reach their goals and ambitions: 
I want to work at like DreamWorks or something like that as an 
animator (Taylor) 
I am like quite motivated in that way. I’ll want to get more schoolwork 
done and like when I’m at home I’ll want to get that done and that’s 
quite good having that to do. (Charlie) 
Prior to taking part in the research, Cody (who was living in temporary 
accommodation) used their time with their keyworker from the specialist 
service to complete their maths homework. It is possible that Cody had 
needed support from their keyworker, as there was no adult at home that 
they could seek support from.  They were so excited their keyworker had 
been able to help them and that they only had six more questions to go: 
I’ve just done my maths homework with [keyworker] I’ve done 10 
questions and just 6 more to go and I was gonna do some more and 
then you called. (Cody) 
Children wanting to do well and living with a parent who misused substances 
highlighted the additional pressures these children experienced. Children 
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shared their reflections of their time in school and how difficult this was for 
them to manage at times: 
Like at the time doing my GCSE’s and having to come into school 
maybe after something had happened and get on with it because if I 
didn’t get on with it, it would have a knock-on effect then on my 
learning. (Charlie)  
[…] because at school sometimes I can’t concentrate or sometimes I 
just don’t do my work or sometimes I just really don’t want to go into 
school. (Rowan) 
For many children, school was not a positive experience. Children shared 
their experiences of being bullied and how this was directly linked to their 
parent’s substance misuse. As children shared their experiences, there was 
a mixture of emotions, of visible anger and sadness. As Rowan shared their 
experience, their voice tapered off into a whisper; it was clearly an emotive 
memory and difficult for them to share: 
I told [friend] about it because she’s had problems as well, then she 
told her cousin who goes to my school whose like a bit of a bully and 
then he told everyone at school and he liked posted things on social 
media about it and he like made everyone against me in school […] 
then it just kept on spreading […] it’s been like a year but erm I still 
remember it. It’s made me feel kinda sad because then everyone’s 
gonna think that I’m with my mum and she’s all crazy and my mum’s 
not crazy but that’s what they’ll probably think. (Rowan) 
I changed my friendship group because my old friendship group in 
primary school bullied me a lot. (Taylor) 
Cody recalled memories of being bullied by pupils from their school and how 
the bullying didn’t stop at the school gates, but continued into the community. 
It appeared other children knew of Cody’s circumstances at home and this 
was used as their ammunition to bully: 
182 
 
I was getting bulled every day an when I was walking to the shop 
people liked punched me in the chest…then when I was walking home 
they’d pop my crisps and throw them at me […] Just made me really 
angry an then one day I turned around and punched him in the face… 
they started bullying me again […] always picking on me with the 
littlest things like ya probably get ya clothes dead cheap from 
Cheetham Hill or someat because ya mum’s on stuff. Ya mums on 
drugs (Cody) 
The reflections from Cody and their sibling Kit, highlighted the complexity in 
the lives of these children. Neither home nor school were places of emotional 
and physical safety due to being victims of bullying in school and their 
experience of what appeared to be a chaotic home life, before moving to the 
B&B. Despite all of this, Cody was still wanting to do well as evidenced by 
asking their keyworker to help them with their homework. Similarly, Taylor 
wanted to do well and achieve, despite disliking school: 
I hate high school just in general but erm, an I feel bad saying it, I 
wanna do well but at the same time I hate it. (Taylor) 
Children’s reflections of their time in school highlighted both positive and 
negative experiences. For some children, school was, in a sense, a 
sanctuary, a place to be with friends, to form identifies and work towards 
their ambitions. Yet, for some children school was a place which further 
compounded their struggles of living with PSM and understandably evoked 
strong emotional responses. 
17.4.2- Absence from school 
Three children highlighted their absence from school and the impact this had 
had on them. One child had completed school and was adjusting to this 
significant change; namely that the staff in school whom they had received 
support from, they could no longer see. 
Charlie had described positive experiences of school, of achieving well and 
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having access to emotional support. Sadly, for Charlie this support had come 
to an end because they had finished school; at the time of the interview 
Charlie had started college and was approaching their seventeenth birthday. 
Charlie reflected on what had helped them to cope over the years: 
School a little bit, maybe not so much anymore because obviously I’m 
not there anymore. (Charlie) 
For other children, the choice of attending school was taken from them as a 
direct consequence of their parent’s substance misuse. Due to having to flee 
their home because of threats made to their family’s lives, Roux and Cody 
were unable to go to school.  
I don’t really know to be honest I can’t say off the top of my head but it 
was quite long. (Cody) 
At the time of the interview, Roux had just had their first two days back in 
school after approximately two months of absence. Whilst some children 
may view absence from school as a positive, it was undoubtedly a difficult 
time for Roux, especially being in a new town, living in a B&B, away from 
anything familiar and isolated from friends and teaching staff. 
It was kinda like weird cos I was normally getting up early and like 
getting up and going to school […] I’ve only been in for two days. 
(Roux) 
Not only did Roux have to adapt to life back in school but they also had to 
face the challenges of starting a new school, making new friends and 
learning to navigate a whole new environment. 
Fortunately for Cody, they had started back at a high school at which they 
had friends who attended; they came to the interview one evening after 
school. They had their new uniform on and appeared excited and happy. As 
outlined above, Cody was keen to get back to learning and had been 
receiving help from their keyworker with their maths homework. 
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The direct impact of PSM on children’s access to school, ability to learn due 
to the emotional strain and not being able to concentrate has been 
highlighted. The following themes will explore children’s experience of 
receiving support and, from their perspective, what they feel they need from 
professionals.  
17.4.3- Support needs in school  
Each child has shared their own unique experience of living with a parent 
who misuses substances and the complexities of those experiences. Whilst a 
child’s experience is unique to them, the thread running throughout all of 
their shared accounts is the unquestionable emotional impact. For children 
experiencing PSM, school can be both a haven for much needed respite but 
also a place where their emotional wellbeing is tested even further.  
Cody’s reflection below appears to illustrate their exposure to the 
unpredictability of their parent’s substance misuse and the impact this had on 
them in school. Cody stated they didn’t know why they were crying in lesson. 
It’s possible they were experiencing difficult times at home and being in 
school was simply overwhelming: 
I was crying in lesson today and yesterday […] Cos I was just really 
upset and I don’t know why. (Cody) 
When exploring support networks with Kit, they looked visibly saddened as 
we talked about school and when asked if they had anyone they could talk to 
in school they simply replied, ‘No’. 
Taylor described having an ‘episode’ in school because they didn’t want to 
go home. It’s unclear what Taylor meant by ‘episode’ but as they talked, they 
lowered their head and their voice began to break. Taylor’s experience of 
being in school, and not wanting to go home, illustrates the gravity of the 




I did have an episode in PE when he was drinking because I didn’t 
want to go home. (Taylor) 
For both Cody and Taylor, they described needing to have support in school. 
For Cody the support they felt they needed was a time-out pass, so if they 
began to feel tearful, they could leave the lesson without anybody seeing 
they were upset. Cody also felt any child who was worried about their 
parent’s substance misuse would need a time-out pass: 
Do you know what I think I should have in school, I think I should have 
a time-out pass but they’re not gonna give me one. I need a time-out 
pass because whenever I get upset, I just need to cry and I can’t do 
that in lesson when everybody is there. Cos they’ll ask me what’s 
wrong an then it’s kind of personal int it. So, I think they would like 
need a time-out pass in school an erm and like just like when they go 
out for time out just for someone to check and come and see that 
they’re alright. (Cody) 
Given the complexity of the experiences Cody had endured, including 
exposure to violence, possible domestic abuse, living in temporary 
accommodation and having been absent from school, it is little wonder they 
had been overwhelmed and cried in lesson, yet they didn’t feel they had any 
support in school. 
Taylor experienced similar difficulties in school; for Taylor, support was 
‘promised’ but they had to wait before being able to access any support in 
school:  
The safeguarding officer and Mrs […] make too many false promises, 
she said she would get me a time-out pass, never did […] I eventually 
got one and a wellbeing pass to go to the wellbeing group. (Taylor)  
Taylor felt it was important for staff in schools to know about the needs of 
children living with PSM, Taylor’s description below illustrates how confiding 
in a member of staff in school could be the first point of call for children who 
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need support due to their parent’s substance misuse. Enabling schools to 
then coordinate a response to the presenting needs of the child; 
I feel like the schools they go to should know because in case 
something’s happened so they can call up [support services] and be 
like… come over right now (Taylor puts arms in the air as if to signify a 
catastrophe). (Taylor) 
The view that schools needed to know a child’s circumstance was not shared 
by one child, whose description suggests they preferred some level of 
anonymity: 
Yeah, there’s new teachers now so nobody really knows about it 
which is like, which I’m quite happy about because I don’t like being 
treated differently in school or anything. (Rowan) 
For one young person their experience of school and receiving support had 
been a positive experience: 
I think probably support in schools because for me I think if I didn't 
have that support it would have affected my education and whole 
learning. (Charlie)  
Yeah definitely having someone with school I can talk to like in my 
case my head of year and having someone out of school coming into 
school, and being able to take a little break and go out of lessons for 
half an hour and having someone to talk to, and then my head of year 
would also pass on to my teachers so they all know what was going. I 
got more support in lessons then without having to use anything as an 
excuse an then obviously my learning wasn’t affected as much and I 
could just get on with it. (Charlie) 
The reflections shared by the children, evidence the value they placed on 
having a trusted adult in school. A trusted adult in school meant they had 




17.4.4- Needing support from professionals 
Children living with parents who misuse substances have shared their views 
regarding their support networks, the need for family support, support from 
friends and the need to be understood and supported in schools. This theme 
explores children’s perspectives of their support needs outside of their family 
and school. Towards the end of the interview, children were asked what their 
views were of the support needs of children who shared similar worries to 
them, the children’s responses are included in this theme. 
The description and reflections from all of the children who participated 
indicated that having support from professionals was important to them, 
especially when children were not able to confide in family. Although Cody 
couldn’t remember the name of the professional who came to support them 
and their family, their account below illustrates the importance of this 
support: 
[…] I can’t remember who it is an I know who it is in my head but I 
can’t remember […] say like if I had no one like no social worker or 
anything and I was really like depressed or something like that […] I 
don’t know how to say it but they should, I think they should be able to 
have support workers that will help them. (Cody) 
Taylor also valued having support from professionals outside of school and 
their family and the need for professionals to show care and warmth to 
children in need, by offering comfort in the form of a ‘brew’ and ‘snacks’. 
Perhaps Taylor was prompted to say this because they had a cup of tea and 
their favourite snacks for the interview: 
I feel like just having someone to talk to in general…And if they’ve had 
like I don’t know like something traumatic and someone in their family 
drinking again, having snacks and something like a brew really does 
help as well […] it always helps me be more relaxed an just knowing 
that there is someone there. (Taylor) 
188 
 
The importance of being understood, having the opportunity to talk openly 
and for their confidentiality to be upheld was of significant importance to 
Charlie. Their detailed account illustrates the support they have received 
from specialist services and how the specialist keyworker, (referred to for the 
purpose of confidentiality as keyworker) was at times their single point of 
contact to coordinate support and respond to their presenting needs:  
If I need to, I can call [keyworker] or after something’s happened, I 
know that I have someone that I can talk to after if I want to […] that’s 
been really helpful, even if I’ve been seeing her when something 
hasn’t been happening it’s just nice to have a chat […] then I have her 
number so I know I can contact her if I need her as well… quite a 
relief that I can talk to someone and have it confidential so I know it’s 
not going to get back to my mum and whatever I say, it’s private and I 
can say what I want […] because if I said something to my mum or 
sister it could upset them and so having someone totally separate to 
talk to…I don’t really know how  to put it into words, they understand 
and so I know I can talk to them. (Charlie) 
Children’s reflections of their support networks and the need to have 
professionals; whether that be Social Workers or keyworkers from specialist 
support services was clearly of importance to Charlie and Taylor. Their 
reflections illustrate that support was not just needed in response to a crisis 
but was ongoing. 
The importance of having professional support was echoed by the younger 
participants; although their reflections were less detailed, their choice of 
words and short statements demonstrated the importance and significance of 
professional support in their lives. 
Quinn had only just started receiving support from a specialist service and 
when they spoke of the support they needed, they whispered that they 
needed somebody to ‘talk to’. Quinn’s need to have a professional to talk to 
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was even more evident when they said their new family worker and added: 
‘and you’. 
Roux also shared their excitement about participating in the research 
interview. Having been isolated at home due to living in temporary 
accommodation and not having been at school for weeks, Roux appeared 
excited to speak to someone: 
When Mum said I was coming to see ya and then I was like you’re 
lying and then she said she wasn’t and I was like yaaay. (Roux) 
Kit shared their feelings about the need to have somebody to talk to outside of 
their family. Using the drawing of their tree (see figure 17 below), the trunk 
represented what helps them to feel strong, they wrote: 
 
Figure 17 'People talking to me' 
 
 




Kit shared their views about the importance of having somebody to talk to, but 
not only talking, ‘drawing it’ was important for Kit. This is perhaps a reflection 
of the difficulties children face, when trying to put their experiences into words. 
Having professionals to talk to about their family life, and their worries about 
their parent’s substance misuse is reflected in Kit’s words: 
I know I’ve said this loads of times but just talking to people. You know, 
otherwise you just feel like dead deflated […] like if I couldn’t talk, 
probably just be upset all the time. (Kit) 
The perspective from children that they need professional support, to ensure 
they have somebody to talk to, is evident from their emotive and descriptive 
reflections. Children also shared their views of how long their support from 
professionals should be in place for. 
17.4.5- Longevity of support needs  
The lives of children and their families are not stationary and as shown 
throughout this chapter, the lives of children living with PSM are often 
unpredictable. The reflections and shared accounts from children convey the 
importance of professional support, both in and outside of school. Children 
also shared their perspectives of how long they needed professional support.  
For Rowan, the message was clear, they needed support from professionals 
for as long as they were experiencing uncertainty: 
[…] until like my mum gets better, I think or until I know where I’m 
going to live. (Rowan) 
The perspective that support from professionals was needed for a sustained 
period of time, or at least until their circumstances improved, was echoed by 
Cody: 
I don’t really know I think it’s like a long time. (Cody) 
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Taylor appeared apprehensive about their support coming to an end, despite 
having had one-to-one support for two years. Taylor explained that they had 
a plan with their keyworker, who would phone them after their sessions had 
come to an end. Taylor’s description suggests that they were unsure whether 
their dad was going to relapse due to their paternal grandmother being 
unwell. Taylor suggested they needed a phone call within a week or two, 
clearly showing their anxiety regarding specialist support coming to an end: 
Well, I suppose give it a week or two because my dad’s mum isn’t 
very well and yesterday, he was quite sad and he ended up sleeping 
on his mum’s couch. (Taylor) 
The messages conveyed by children of their experience of receiving 
specialist support from a professional was that this support was of significant 
importance to them. As each child’s support needs differed from another, so 
too is the length of time that each child would need support for. This 
suggests that professionals’ responses to children living with PSM need to 
be consistent and tailored to each child’s presenting and changing needs. 
17.4.6- Superordinate theme 4: Summary  
This superordinate theme has explored children’s experience of school and 
of receiving professional support. Children’s experience of school was both 
positive and negative. Some children found school to be a sanctuary and a 
welcome respite, yet for other children school was a place that compounded 
their misery. For some children school was a place where they could pursue 
their ambitions and look towards a brighter future and for others it was a 
place of continued struggle due to being bullied and feeling misunderstood 
by school staff.  
Although children’s negative experience of PSM differs from one child to the 
next, what this superordinate theme has illustrated is the value all children 
placed on receiving professional support both in and outside of school. 
Children’s reflections highlight the importance of trusted professional 
relationships, somebody who can respond to their needs in a crisis, be a 
192 
 
listening ear and a source of comfort for all the times in-between. As with the 
identified risk factors presented in table seven, table 10 below illustrates that 













































































































































































































































































































Kit ● ● ● ● ● ● ● ● ● ●    ● 
Charlie ●      ● ●  ● ● ● ● ● 
Taylor ● ● ●  ●   ●  ●  ● ●  
Rowan ●  ● ● ● ● ● ● ● ●  ● ● ● 
Roux  ●  ●    ● ●   ●  ● 
Cody  ●  ●    ● ●   ●  ● 
Quinn  ● ●  ●   ● ● ●    ● 
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17.7- Part 4 Summary: Creative interviews with children 
The findings presented have illustrated the complexity and severity of 
children’s experiences when exposed to PSM. PSM was rarely experienced 
by children in isolation and the negative impact of PSM was compounded by 
associated behaviours such as violence, family conflict and domestic abuse. 
Although children did not overtly identify domestic abuse in their emotive 
reflections, their descriptions of parental injuries and hearing conflict, 
suggests domestic abuse was prevalent.  
The negative impact of PSM on children’s emotional health as a 
consequence of children seeing their parents use substances and being 
intoxicated was presented. The findings also illustrated how waiting with 
uncertainty and heightened anxiety for the next incident, had a profound 
impact on children’s emotional health. 
The children’s shared experiences have illustrated that the reality of living 
with PSM is at times harsh and enduring. PSM negatively impacted on their 
school work, their time with friends and their opportunity to be children, as 
described in chapter 15.2.5 (Lost childhood). 
In spite of the harsh and enduring cycles of ups and downs, the children’s 
shared experiences demonstrate that their support networks both familial 
and professional could help to lessen the negative impact of PSM. Children 
portrayed a strong message that they needed somebody to talk to and when 
this support was not available within their immediate family, support from 
professionals was needed. Without specialist keyworkers, social workers 
and/ or support in school, when informal support networks are not available, 
children are likely to continue to experience PSM in isolation and carry the 
emotional burden alone.  
The proceeding chapter will present the findings from three focus groups, 
exploring the needs of children living with PSM from the perspective of 
professional who endeavour to provide support.  
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Part 4- Presenting the findings 
 
Chapter 18 - Introducing the findings from focus 
groups with frontline professionals 
 
One of the key objectives of this research was to understand the needs of 
children living with PSM and investigate the experiences of professionals 
across a children’s workforce in responding to PSM. This chapter presents the 
findings from three focus groups relevant to those aims. 
Professionals from three specialist fields were recruited through one North 
West local authority. The fields included, professionals in pastoral/support 
roles within schools, professionals from early intervention children’s services 
(seeking to prevent the need for families to be referred to statutory social 
care), and social workers in a statutory child protection role. 
In June and July 2019, three focus groups took place; of the 22 professionals 
who volunteered to participate, all but two attended the focus groups. The 
two participants who were unable to attend on the day, still wished to 
participant. Both participants attended one-to-one interviews which followed 
the same focus group interview schedule and their transcripts were added to 
the transcript of their respective focus group. 
An overview of the participants in each focus group and of the professional 
role of each focus group participant can be found in the sample profile in 




Table 11 Focus group participants, sample profile 
 
Focus Group 1 
 
Professionals from Education 
 
 
Participant Identification Professional Role 
PE-1 High School Year 11 Pastoral Lead 
PE-2 Primary School Pastoral Lead 
PE-3 Primary School Pastoral Manager 
PE-4 Primary School Pastoral Manager 
PE-5 Primary School Pastoral Lead 
PE-6 High School Year 9 Pastoral Manager 
PE-7 (attended 1:1 interview) Primary school Pastoral/ Learning Mentor 
 
Focus Group 2 
 
Professionals from Children’s 
Statutory Social Care 
 
Participant Identification Professional Role 
PSC-1 Children’s Disability Senior Social Worker 
PSC-2 Newly Qualified Social Worker  
PSC-3 Senior Social Worker 
PSC-4 Newly Qualified Social Worker 
PSC-5 Senior Social Worker  
PSC-6 Senior Social Worker 
PSC-7 Social Care Team Leader 
Focus Group 3 
 




Participant Identification  Professional Role 
PEI-1  Family Support Worker 
PEI-2 Family Support Worker 
PEI-3 Team Around the Family, Support Coordinator 
PEI-4 Sex, Relationships and Education Youth Worker 
PEI-5 High School Drugs/Youth Worker 
PEI-6 Family Support Worker 
PEI-7 Youth Offending Service Officer 




The following chapters present each overarching theme and relevant 
subthemes, as shown in table 12 below; 
Table 12 Focus groups; Overarching and subthemes 




Experience of Living 
with Parental 
Substance Misuse 
(PSM) from the 
Perspective of 
Professionals  
Impact of PSM on children’s emotional health  
Children suffering from physical neglect 
Parental inconsistency and availability  
PSM and domestic abuse  
Factors increasing the risk of significant harm  
Contextual safeguarding  
Children’s experience of living with secrecy 
Children experience of fear, shame and stigma 
Longevity of exposure to PSM 
Lost childhood  








Gaining children’s trust takes time 
The need for children to have a safe space 
The importance of trusted adults 
Trusted adult relationships in school  
Specialist child-focused support  





responding to the 
Needs of Children 
Living with Parental 
Substance Misuse 
 
The impact of austerity measures on service 
provision 
Changes to adult treatment services and the 
implications for children 
Parental denial, stigma and shame 
Parental mental ill health and substance misuse 






Overarching theme 1: Understanding children’s experience 
of living with parental substance misuse (PSM) from the 
perspective of professionals 
This overarching theme presents the findings from the discussions across 
the three focus groups in relation to the experiences of children living with a 
parent who misuses substances. Professionals shared emotional accounts 
and reflections of their experiences in practice, of observing the direct impact 
of PSM on children. This overarching theme is accompanied by 11 
subthemes, as listed in Table 13 below;  
Table 13 Focus groups; subthemes 1.1-1.11 
Subthemes 
1.1 Impact of PSM on children’s emotional health  
1.2 Children suffering from physical neglect 
1.3 Parental inconsistency and availability 
1.4 PSM and domestic abuse 
1.5 Factors increasing the risk of significant harm  
1.6 Contextual safeguarding 
1.7 Children’s experience of living with secrecy 
1.8 Children’s experience of fear, shame and stigma 
1.9 Longevity of exposure to PSM  
1.10 Lost childhood 






19.1.1- Impact of PSM on children’s emotional health 
This subtheme explores the impact of PSM on a child’s emotional health 
from professionals’ perspectives. The need for professionals to be mindful of 
a child’s emotional health, as well as their physical health and safety, was 
echoed by many participants. Participants identified that whilst the physical 
safeguarding concerns may be more easily identifiable, there remains the 
need for professionals to understand the emotional needs of children: 
You can keep children physically safe but actually it’s the emotional 
side […] and actually how crap it is for a child to live with a parent 
who isn’t there for you […] or may be horrible to you and maybe 
disappear for days on end. They may become a very different 
person and may become aggressive (Focus Group 3: PEI8). 
The negative impact on children’s emotional health and wellbeing due to 
PSM was implicit within all three focus groups. Many participants reflected on 
their experiences of supporting children who were experiencing ‘anxiety on a 
deep level’: 
I think when they wake up in the morning and they don’t know what 
that parent is going to be like, that’s got to have a massive impact 
on your identity and your confidence and your self-worth […] from a 
child’s point of view that’s got to be quite scary (Focus Group: PEI 
8). 
The unpredictable nature of PSM and the impact this had on children’s 
emotional health was evident. One participant explained how a child they 
were supporting would feign ‘seizures’ to be allowed to go home, as waiting 
in school, knowing that parents were at home misusing substances, was 
unbearable. Participants’ recollections of children experiencing uncertainty 
and the direct impact this had on their emotional health, feelings of anxiety 
and fear, was a theme that ran throughout all three focus groups. One 




consumed by anxiety due to their fear of leaving their parent at the school 
gates in the morning: 
…he’s terrified that dad might not be alive to come and pick him back 
up from school (Focus Group 1: PE3).  
A further consequence for children living with PSM was identified by 
participants in relation to how children feel different from their peers. 
Participants shared their experiences of supporting children and how they 
portrayed their sadness, and perhaps shame, of their home 
circumstances: 
[…] he wrote ‘why can’t I have a family like others’ (Focus Group 3: 
PEI6). 
Exposure to PSM was linked to children presenting with often challenging 
and difficult behaviour. Participants shared their experiences of witnessing 
children’s emotional health fluctuate, dependent on their circumstances at 
home. Some children would become withdrawn, other children more 
dominant, angry and in need of attention and for some children their 
behaviour was described as ‘really bizarre’:  
We have other children who come in and you would not know from 
how they physically present but you can tell from changes in their 
behaviour that situations have escalated at home […] their behaviours 
change, you can see them becoming less resilient or more dominant 
sometimes or they can become withdrawn. It depends on the child 
(Focus Group 1:PE7). 
Participants reflected on their experience that children understandably 
presented with negative behaviour and feelings of anger, given that 
children’s emotional needs were often unmet due to PSM and the confusion 
this would create especially for younger children: 
…the anger that would then be present and how confusing must it be 




towards them, that’s so emotionally damaging when that is all of the 
time (Focus Group 2: PSC3). 
Whilst for many participants their reflections were focused on children 
presenting with challenging and aggressive behaviour, one participant 
highlighted the need for professionals to be vigilant and in tune to the needs 
of children who were less visible: 
[…] non-verbal signs, looking out for if a child is a little bit quieter 
than normal. It’s the quiet ones I really worry about (Focus Group 
3: PEI8). 
For children who have been removed from their parents’ care due to 
significant safeguarding concerns, or where the parent who misuses 
substances was no longer in the family home, the emotional impact on 
children was ongoing. Participants described their experiences of witnessing 
the continued emotional suffering of children, in instances when children had 
to watch parents being turned away from contact centres:  
There were occasions where mum would come to see them at the 
contact centre and she was turned away because she smelt of alcohol 
and the children were there and they saw that (Focus Group 2: 
PSC7). 
The participants discussed at length the impact of being separated from their 
parents and the emotional weight bearing down on children, who from day-
to-day do not know if their parent will be there for them. Participants also 
discussed the consequence of the longevity of exposure to PSM on 
children’s emotional health. Of particular concern was the emotional health of 
children as they enter their teen and young adult years, especially when they 
have learnt to be independent and meet their own needs at too young an 
age: 
[…] when she’s sober, she’s a fantastic, an amazing mum, but 




up. And on paper these girls are described as resilient, and in a 
way, they are, but I worry about the long-term effect. Not so much 
now but when they start to have to go into the wider world, when 
they become independent. Already at 13 and 14 they’ve learnt to 
be independent (Focus Group 3: PEI8). 
This subtheme has detailed the emotional impact PSM can have on 
children due to the unpredictability they experience. Intertwined within the 
discussions of the emotional impact on children were reflections from 
participants of their experience of seeing first-hand the direct impact of 
PSM on children in relation to neglect. The following subtheme explores 
professionals’ experiences and perspectives of the correlation between 
PSM and children experiencing physical neglect. 
19.1.2- Children suffering from physical neglect 
Neglect can be defined as both emotional neglect and as a child’s physical 
day-to-day needs not being met by their primary caregiver (please see 
appendix 2- glossary of terms). 
Participants categorised neglect into two key themes - one of immediate risk 
of significant harm, linked directly to PSM and the risk of children picking up 
substance paraphernalia. The second theme related to unmet needs, 
parents not having money to meet the basic day-to-day care needs of 
children, such as funds for electricity and children not having enough or no 
food to eat.  
The immediate risk of harm linked to drug misuse (not alcohol) is described 
by one participant who recalled his experience of a teenage child sharing his 
early childhood experiences: 
[…] working with families with drug issues has been the neglect side, 
because they are shooting up with heroin, they’re just leaving the 
needles around and you know that was happening for the young 




Participants shared their experience of supporting children who had 
additional needs due to having a disability or a medical condition that 
required parents to administer regular medication. The participants outlined 
the increased anxiety experienced by professionals about the needs of these 
children not being met due to PSM, and of the responsibility to respond to 
the needs of children with additional needs falling to professionals in school: 
There were high levels of cocaine, it was awful, it was chronic case of 
neglect. With the complication was that there was a child with a 
disability in the family […] the first thing the child said to the foster 
carer was where are you going to get the money for gas and electric 
and have you got enough money for food. She was thinking her basic 
needs weren’t being met constantly (Focus Group 1: PE5). 
Participants from primary and secondary schools shared their heartfelt and 
emotive reflections of seeing children experiencing neglect:  
I’ve started a food bank, a clothes bank, a shoe bank, and it’s the 
basic needs. We’ve got children coming in smelling of urine, and holes 
in clothes, holes in shoes […] parents will choose the substance over 
those things […] children are coming in, they’ve not eaten […] they 
haven’t had breakfast, they are deathly thin these children, it breaks 
your heart and it’s awful (Focus Group 1: PE2). 
The experience of professionals in schools seeing the very visible signs of 
neglect was echoed within all three focus groups, in that at a safeguarding 
level ‘It’s the whole sphere of the child’s world isn’t it that’s completely 
dominated by, at that level anyway by drugs’ (PSC7). There was a 
consensus across the three focus groups that PSM equated to children 
experiencing neglect with parents struggling to meet the very basic of needs 
such as providing a home with electricity, gas, food and children having 
appropriate and clean clothing. 
Participants reflected on their experiences of witnessing very young children 




because their nappies had been left unchanged for too long and of children 
who were ‘left in pushchairs and cots’ (Focus Group 2: PSC5). This suggests 
that children were left without stimulation because parent’s priority at that 
time was their need to misuse substances. The interconnection between 
physical and emotional neglect intertwined throughout and across focus 
groups. 
Neglect was also identified by participants as something that children living 
with PSM experience because of parents being absent: a feeling of ‘being 
abandoned’ and of parents not having the ‘time to deal with their children’ 
(Focus Group 3: PEI5). This links with the previous theme of the impact on 
children’s emotional health and the safeguarding concern of children learning 
to be independent too young, because adults are not consistently in their 
lives to meet their day to day physical and emotional care needs. Intertwined 
with professionals’ accounts of children suffering emotional and/ or physical 
neglect was the theme of parent’s inconsistent responses and availability to 
meet their children’s day to day needs. 
19.1.3- Parental inconsistency and availability 
Participants discussed and recalled their experiences of supporting children 
and their families affected by PSM. As with previous themes of neglect and 
the impact on children’s emotional health, their accounts and experiences 
were underpinned by a key theme of inconsistency and parental availability 
for their child. The unpredictability and inconsistency children experience 
because of PSM and parents’ availability for meeting their needs was 
identified across all three focus groups:  
I think that the biggest safeguarding issue is that the parent becomes 
unavailable to the child and children end up having to fend for 
themselves and having to look after themselves and the parent is not 
aware of what is going on (Focus Group 1: PE7).  
The impact substance misuse has on relationships stroke 




parents who are alcoholics, binge drinks, parents that are using 
cannabis, cocaine, heroin, although whatever drug it is, this is 
where I define misuse, where it’s about a parent’s ability to be the 
consistent caregiver is impacted on […] from all the years of work 
in outreach, parenting team, underneath all that when substance 
misuse impacts on that caregivers ability to be there for their child, 
that for me is misuse (Focus Group 3: PEI8). 
One aspect of PSM and the impact on children was parents’ struggles to 
meet the day-to-day physical and emotional care needs of their children. 
PSM was also attributed to a parent’s inability to prioritise the needs of their 
children over their need to misuse substances, as the ‘priority ends up being 
the substance’: 
Routine, parents can’t get up in the morning because of use the night 
before and that has a knock-on effect on school attendance and 
nursery (Focus Group 2: PSC6). 
Participants reflected on their experiences that the impact of PSM on 
children did not simply occur when parents were under the influence but 
throughout the cycle of substance misuse. This was identified by participants 
when describing the behaviour of parents in reference to mood swings prior 
to, during, and after, they had taken a substance: 
I think one of the key things we talk about is consistency and if 
parents aren’t consistent at home because they are drinking or taking 
drugs and their moods are up and down and then their kids are going 
to feel really insecure because they haven’t got those boundaries 
(Focus Group 3: PEI1).  
Participants shared experiences of the impact of inconsistent parenting 
where children experienced parents’ ‘short temperedness’ and ‘limited’ or 
‘lack of attention’ (Focus Group 2: PSC5). Participants also highlighted their 
concerns that this style of parenting would lead to children developing 




[…] anxiety kids feel from inconsistent parenting I think does kind of 
lead to their own behaviours and maybe experimenting with drug and 
alcohol abuse themselves (Focus Group 3: PEI3). 
The complexities surrounding PSM were narrated by participants who 
identified that inconsistent parenting was not solely due to substance misuse 
itself but the knock-on effect this had on family relationships. When parents 
experienced conflict within their relationships due to substance misuse, this 
had a direct impact on children. Participants identified adults becoming 
focused on their own problems and not the emotional needs of the child, 
which had an ‘impact’ on their ‘relationship with their child’ (Focus Group 3: 
PEI2). 
Participants identified the impact of both PSM and parental separation on 
children. Due to children being caught up in conflict, as parents’ focus shifted 
from their child to focusing their energy on responding to and making 
allegations against one and other.  
The long-term impact on children’s emotional development because of 
prolonged inconsistent parenting and a lack of emotional availability from 
parents was also identified by participants: 
The impact it has on the relationship, attachment, for want of a better 
word, and actually how without that secure relationship we’re just 
going to potentially create another generation of parents who are 
going to repeat the same mistake (Focus Group 3: PEI8).  
A key theme running through each focus group is the uncertainty and 
unpredictability children experience when living with PSM. Participants 
shared their experience of supporting families affected by PSM and 
additional factors which contribute to children’s experiences of unpredictable 
adult behaviour. As outlined above, children living with PSM can often be 
exposed to conflict within the family. The following subtheme explores in 





19.1.4- PSM and domestic abuse 
Participants across all three focus groups identified that domestic abuse was 
often inextricably linked to PSM. Participants articulated that such uncertainty 
and unpredictable behaviour was linked to children being exposed to 
violence and high levels of conflict within the family home: 
I think violence, that’s common isn’t it. Fear of violence  
(Focus Group 3: PEI3).  
Participants associated domestic abuse more so with parental alcohol 
misuse than parental drug misuse.  Participants identified the difficulty in 
implementing safety plans with children when both parents were misusing 
substances, especially when parents’ substance misuse was ‘co-
dependant’ (Focus Group 2: PSC1) and domestic abuse was present: 
[…] when you look closely there’s DV so it’s not just the alcohol 
misuse but the impact of the DV and how that effects the child and 
how that child then sees their main caregiver who can’t keep them 
safe (Focus Group 3 participant: PEI1). 
Children growing up in households where PSM and domestic abuse co-
existed were felt to be at risk of developing learnt behaviours, learning to 
control the adults around them to secure their needs. This was highlighted by 
participants who described the child-on-parent abuse they had been aware 
of: 
… he’s very controlling with mum, so he’ll say well you need to buy 
me a new PC is his latest one because you didn’t complete rehab so 
you need to buy me this, you owe me (Focus Group 3: PEI7). 
Participants also identified the risk of children being physically harmed due to 
children attempting to intervene to protect their parent from domestic abuse, 




Intervening in altercations, I can think of countless number of families 
who I have worked with where a child has been injured because one of 
the parents has tried to assault the other one under the influence and 
the child has tried to stop that (Focus Group 2: PSC7).  
Domestic abuse and PSM were identified across all three focus groups as 
being inextricably linked. The impact is both in terms of a child’s immediate 
emotional and physical safety, and of the long-term impact on their emotional 
development and learnt negative coping strategies. The following subtheme 
details additional factors that were identified within the focus groups, as 
potentially increasing the risk of significant harm to a child. 
19.1.5- Factors increasing the risk of significant harm 
This subtheme explores factors which increase the likelihood of significant 
harm (see appendix 2- glossary of terms) to children, due to parents’ chaotic 
lifestyles, parents receiving threats due to drug debts and of the risk of 
children suffering physical abuse. For many participants, discussion of PSM 
elicited memories of supporting children when safeguarding concerns had 
increased, leading to a child being at risk of significant physical harm.  
One participant shared their experience of receiving information from an anti-
social behaviour team regarding one of their pupils (aged seven at the time) 
who had been seen out in the community past 11pm ‘running around the 
estate’ (Focus Group 1: PE2). The participant shared further details relating 
to the significant risk of harm to these children, including reports of domestic 
abuse, and the house being unsecure due to the front door being ‘smashed’. 
The participant shared their frustrations and, in their opinion, the presenting 
risks were not acted upon by statutory services (police and children’s social 
care) soon enough: 
The police went in [police and professionals] shouting and it wasn’t 
until they went into the bedroom, did the parents sort of spring into life 
[…] it was very clear [parents] were drug induced […] we know there’s 




still with this family and dad, he’s such a serious concern’ (Focus 
Group 1: PE3). 
Children experiencing chaotic lifestyles due to PSM and the imminent danger 
this placed them in was evident from participants’ detailed accounts. Children 
being exposed to drug dealers coming to the family home and the negative 
consequences to families when drug debts are not paid, is evident in the 
following accounts from professionals of their practice experience:   
People coming into their lives, you know when you’re scoring you 
know the kind of impact on the relationships, the abuse that’s 
inherent. The reliance on a person to provide you drugs, which you 
know, the risk of this becoming abusive. The passage of people 
through the property (Focus Group 2: PSC5).  
You know we’ve had dealers around here; we’ve had people putting 
grows [ cultivating cannabis plant] on in the loft to pay off debts and 
pay bills […] then when they don’t do that, they set fire to the house’ 
(Focus Group 2: PSC6). 
Participants considered that children being at risk of significant harm due to 
their home environment was attributable more so to drug misuse. In part, this 
was due to children being exposed to drug dealing, the consequences on 
families of not paying drug debts and paraphernalia. 
Participants across all three focus groups had a shared consensus of the 
correlation between drug misuse and significant harm in relation to a child’s 
exposure to environmental factors. In contrast, parental alcohol misuse was 
associated more with the risk of a child suffering from significant harm due to 
physical abuse: 
For me it’s fear, especially the young person I’m working with at the 
moment where his mum’s drinking quite a lot, he’s scared of […] 
what’s going to happen to his mum and on the flip side what’s she 




Children suffering physical abuse was also linked by professionals to 
situations in which children tried to stop their parents from using a substance; 
this was described by participants in reference to the safeguarding needs of 
older children where it was felt that older children are more likely to intervene 
and attempt to stop their parents from misusing substances: 
[…] older children are more likely to intervene […] in terms of maybe 
stopping their parent for reaching for the bottle […] (Focus Group 2: 
PSC7) 
The overarching consensus from participants is that PSM is inextricably 
linked to children experiencing emotional and physical neglect, as parents 
struggle to manage their need to misuse substances and the needs of their 
children. Participants highlighted the factors relating to PSM within the family 
that increased their concerns for the immediate safety of children. The 
following subtheme explores the risk of significant harm in relation to a child’s 
wider environment. 
19.1.6- Contextual safeguarding  
The definition of contextual safeguarding (see appendix 2 for full definition) is 
outlined in the 2018 ‘Working together to safeguard children’ UK Government 
guidance: 
As well as threats to the welfare of children from within their families, 
children may be vulnerable to abuse or exploitation from outside their 
families. (H.M. Government 2018:22) 
Across the focus groups, the impact of PSM in relation to contextual 
safeguarding was identified. Participants shared their reflections of 
supporting children and families where PSM was a safeguarding concern 
and the risk of children, in particular older children, seeking comfort and 
support outside of their family home. Participants shared their concern for the 
safety of older children due to the increased risk that they would become 




The risk, as these children grow older, [is] the risk of child sexual 
exploitation and missing from home because of parental substance 
misuse and neglectful parenting (Focus Group 1: PE5). 
A teenager may not be needing to be fed on a four-hourly basis like a 
baby might, but the need for love, attention and seeking that 
elsewhere from people who want to exploit them is certainly a risk for 
them (Focus Group 2: PSC7). 
Participants shared their experience of supporting children who, due to a lack 
of appropriate supervision and availability from parents, had developed 
negative coping strategies. One participant shared their experience of 
supporting a child whose mother misused substances and, in an attempt to 
escape the direct impact of his mum’s substance misuse, he spent as much 
time as he could away from the family home, began smoking cannabis and 
became involved in a gang: 
[…] he doesn’t want to be anywhere near the house so he’ll stay at 
dad’s as much as possible, he’ll go out on the park and [he] started 
smoking cannabis, he’s hanging round with groups he shouldn’t be 
hanging round with and that’s how he’s got involved with me (Focus 
Group 3: PEI7).  
Participants discussed the issue of a child’s environment outside of their 
home and raised concerns about a child’s wider environment/ community 
and the potential risk of increased harm linked to children being exploited. A 
further risk identified by one participant is the culture within families and the 
expectation that younger generations continue the ‘family line of dealing’: 
I have a young lad, and he is just now carrying on the family line of 
dealing on the estate. And the fall out, he’s only 15 and he’s having a 
child and they’ll be in the process of child protection. But it’s such a 
culture in that family to just deal on that estate and hand it down [the 




The themes presented above have largely explored the experiences of 
children living with PSM and associated physical safeguarding concerns. The 
negative impact PSM has on a parent’s ability to respond to their child’s day 
to day physical care needs and the risk of a child sustaining a physical injury 
are presented. The themes have also drawn attention to the needs of all 
children living with PSM and the importance of professionals not losing sight 
of the needs of older children. The themes so far illustrate the complexity of 
the impact of PSM on children and the correlation between PSM and 
contextual safeguarding concerns. 
The following subthemes draw attention to the emotional wellbeing of 
children and explores the impact of PSM due to the burden of secrecy, 
experienced stigma and the impact on children of prolonged exposure to 
PSM. 
19.1.7- Children’s experience of living with secrecy  
This subtheme explores the reality for children living with PSM and the 
pressure children experience to conceal PSM. Participants’ narratives of 
children needing to conceal their parent’s substance misuse and their 
mistrust of professionals was evident within all three focus groups. 
Participants shared their experiences of attempting to support children and 
the barriers they face due to children’s mistrust and entrenched secrecy 
within families:  
I think the mistrust that parents have and that children feel, is probably 
the hardest thing to overcome (Focus Group 2: PSC2). 
Participants described the confusion children must experience when being 
told by parents not to tell professionals anything about their home life: 
The impact on the kids when their parents can’t (be honest), because 
they see it play out and they must see evidence and have to cover it 
up. There must come a point for the children when they think just 




Participants’ reflections of their experience in practice highlighted the 
complexity of the lives of children living with PSM and the pressure they must 
feel to live with secrets. The pressure on children is evident from one 
participant’s account of a child they were trying to offer support to: 
I have one particular girl and I pass her every morning, I ask ‘how are 
you?’ and she goes [participant whispers] ‘I’m not allowed to say’ 
(Focus Group 1:PE2)  
Children’s experience of needing to conceal PSM and the pressure they 
experience to keep PSM a secret was evident. Coupled with experiencing 
pressure to maintain secrets, participants also identified that children must 
be left feeling confused: 
[…] he was confused because his mum would still say you know don’t 
tell the social worker and so on. So, it was a big mess really in this 
child’s head, and so that was tough (Focus Group 2: PSC7).  
Participants also reflected on the consequence’s children experience when 
they do share their worries with professionals. In particular, when disclosures 
led to safeguarding concerns and statutory intervention by social care 
leading to further mistrust and children being told by parents ‘don’t talk to 
her’, ‘don’t trust him’ (Focus Group 2: PSC3). 
Participants clearly articulated the impact secrecy and mistrust can have on 
a child’s emotional health and the mixture of emotions children experience, 
through fear of the consequences of accidentally letting slip any information 
about their home life. 
There’s often feelings of guilt and shame [children] very loyal to their 
parents, not wanting to hurt their parents […] a mixture of 
embarrassed, embarrassment, loyalty to parents, fear of intervention, 
fear of social services (Focus Group 1:PE6). 
Participants from focus group 2 debated whether there was a difference 




perceived need to conceal their misuse from professionals. The agreement 
among participants was that secrecy was prevalent regardless of the 
substance but that the extent to which parents attempted to conceal their 
substance misuse differed.  
From the experience of participants in this focus group, it was felt that 
parents misusing drugs were more likely to overtly deny and conceal drug 
misuse. While parents did attempt to conceal their alcohol misuse, this was 
more in relation to the amount they were drinking as opposed to complete 
secrecy and denial: 
I would attach more secrecy with drugs than alcohol (Focus Group 2: 
PSC2).  
I think the lower the drugs are considered so in terms of crack, heroin, 
being at the lower end. I think there’s more secrecy (Focus Group 2: 
PSC4). 
For children living with PSM, the themes presented so far, highlight how 
complex their lives can be both in terms of their physical safety and 
wellbeing, and of the complexity of emotions which are undoubtedly felt by 
children. This can be especially so when children are living with secrecy and 
the pressure on children to conceal their home life to the outside world and 
most notably to professionals seeking to support their family. 
19.1.8- Children’s experience of fear, shame and trust 
When discussing secrecy and trust, participants talked about the emotional 
health of children, leading to reflections of how children may feel shame, 
embarrassment and stigma when living with parents who misuse 
substances:  
I think the shame that children often feel and embarrassment, you 
know friends seeing their parents, or coming to their house. That 




hide their drug use, and that gets carried through to children (Focus 
Group 1: PE5). 
A further concern raised by professionals was that of trying to build a 
relationship and gain the trust of older children, namely teenagers. 
Participants identified a child’s age as a particular barrier and the need to 
work even harder to invest time in older children who may have lived with 
parents who misuse substances for many years: 
When I worked in outreach, you’re just taking them for a game of 
pool, no I’m not, well you’re right I’m playing pool but that game of 
pool allowed that child to feel a bit less pressurised and most of the 
best conversations I’ve had with young people about anything are 
generally when they are feeling safe and cared for (Focus Group 3: 
PEI8).  
One participant recalled her experience of supporting a 15-year-old child, 
who had been able to trust and confide in them. But, through fear of the 
consequences of what might happen to her, her social worker had to 
attempt to navigate how to keep her safe whilst attempting to protect her 
confidentiality. This further highlights the complexity for professionals 
when supporting families where PSM is present: 
You know children have seen texts on a parent’s phone that 
categorically says there’s dealing going on but she was 15 at the time 
and she doesn’t want me to tell, and you have to navigate all of that 
(Focus Group 2: PSC5). 
The shared accounts and reflections from participants of their experience in 
practice, of supporting children and their families where PSM is a safeguarding 
concern has highlighted the complex reality of the lives of children living with 
PSM. The following subtheme explores the notion of longevity and the impact 




19.1.9- Longevity of exposure to PSM 
Participants across all three focus groups identified that the length of time for 
children living PSM is significant in terms of the long-term impact on their 
emotional health, physical health and development. 
What happens if you don’t protect these children what are they going 
to be like when they become the adults of the world, […] what are 
their behaviours going to be, what’s their take on life going to be, are 
they going to be a fully functioning independent responsible adult 
themselves if they have been damaged (Focus Group 1: PE7).  
The impact of children being exposed to PSM over a prolonged period of 
time was identified by professionals and the ‘damage’ especially when 
considering the emotional impact on teenage children. 
I think expectations in life, their self-esteem and self-worth is so 
flawed by the time they are older, from how they have been treated 
and not prioritised (Focus Group 2: PSC5). 
The knowledge of adverse childhood experiences was highlighted, with 
reference to one of the adversities being PSM. Participants’ reflections 
suggest that the accumulation of safeguarding concerns as outlined 
previously in this chapter, coupled with prolonged exposure to PSM is likely 
to have a profound impact on children’s ability to reach their full potential: 
[…] if we think about things on a service level and that child, that 
teenager, will then become the next family and it’s a huge risk to our 
society that we are not dealing with (Focus Group 2: PSC3). 
Underpinning participants’ concerns regarding longevity was their experience 
of generational safeguarding concerns. The narrative from many participants 
was that for children who do not receive support, or where their needs go 
unmet, they are at risk of becoming the next generation of adults struggling 




with PSM can be lifelong: 
I suppose for that child trying to explore how they feel when actually, 
why should they feel any different when that’s just normal life 
experience for them. You can’t help but think they have such a 
normalised view of the world, they then go down that path (Focus 
Group 2: PSC1).  
The long-term impact on children as they enter into adulthood was 
articulated by many participants. One aspect identified was in relation to 
children’s ability to form positive relationships in adulthood because of the 
absence of a secure attachment or relationship with a trusted adult in their 
childhood:  
[…] I would say and it impacts on their relationships, because that’s 
how they’ve perceived their childhood because they’ve not developed 
those attachments (Focus Group 3: PEI2). 
Longevity of exposure to PSM, and of prolonged emotional and physical 
suffering, was raised by participants throughout the focus groups. A 
frustration which was articulated by many participants was the risk of children 
‘going down that path’; children believing that to misuse substances was a 
normal coping mechanism and developing negative learnt behaviour 
because they know no other way:  
They know that they’re suffering or dealing with mental health issues 
[…] it’s normalised and substances are a way of dealing with stuff [...] 
(Focus Group 3:PEI5).  
This theme has highlighted the accumulation of risk over a prolonged period 
of time and the negative consequences this can have on a child as they 
enter their teen years and adulthood. The impact on the lives of children has 
been presented both in terms of their immediate safety and the long-term 
implications for their emotional safety and development. The following 




19.1.10- Lost childhood 
Through discussions of the complexity of safeguarding concerns due to 
PSM, participants identified that children living with PSM often had to adopt 
roles that were far beyond their years. Participants said that children often 
had to care for family members, including younger siblings or to support and 
care for their parents when they were misusing substances. Participants’ 
reflections identified that children were not always necessarily undertaking a 
physical caring role but that they felt a sense of responsibility and that it was 
their role to ensure the safety of their parents: 
Mum had very serious problems with alcohol, when he was little, he’d 
done things like, when she hadn’t woken […] he had to ring for an 
ambulance (Focus Group 1:PE4).  
Participants shared accounts of families they had supported where parents 
had poor physical health as a result of their substance misuse and parents 
struggling to cope with poor mental health. One participant recalled her 
experience of visiting a family and having to call an ambulance; the 
participant reflected on their feelings of anxiety and how the children in the 
family took it all in their stride: 
[…] dad with a severe drinking problem who was always in and out of 
hospital because he was self-harming and I looked and thought 
they’ve done this so many times […] they know exactly how to look 
after each other (Focus Group 3:PEI3).  
The impact of PSM on children and of losing their childhood, especially in 
relation to children not having a consistent adult or secure attachment, 
was echoed by participants. Participants identified that, for children who 
do not have a stable adult in their lives, who are having to endure 
unpredictable adult behaviour, and in the absence of a caregiver who can 




[…] from a practical point of view he was resilient, he was doing his 
exams, he was a nice lad, never in any trouble, at 15 he was his 
mum’s carer and on the surface it felt ok but underneath he had no 
caregiver that was there for him […] he’s looking out for his mum 
he’s scared of going to school in case mum drinks herself into a 
coma’ (Focus Group 3:PEI7).  
When considering the impact on children who have experienced and 
endured adversity due to PSM, participants’ reflections identified the need to 
understand the long-term consequences for children in terms of their 
physical and emotional health and wellbeing. A further implication of 
prolonged exposure to PSM, is the impact on their education.  
19.1.11- PSM and the impact on children’s education 
This subtheme explores the impact of PSM on children’s childhoods in 
relation to their time in education. Participants identified how school could 
further compound feelings of anxiety for a child living with PSM, especially 
for children who felt a responsibility to stay at home and care for their 
parents: 
I find that I’ve got children that don’t go to school and have always got 
tummy-ache, or headaches and don’t feel well and it’s because they 
want to be at home to look after mum or to look after dad, because 
they’re not sure what state mum or dad will be in when they get home. 
It stops them from going into school and feeling scared of what mum 
or dad are doing (Focus Group 3: PEI6).  
The accounts from participants also suggest that being in school increased a 
child’s anxiety as they wait all day not knowing what situation they will go 
home to. Participants’ reflections highlight the pressure on children in school 





I suppose if you’re there and you’re seeing, then you can kind of 
prepare yourself for it even as a child but if you’re at school and you’re 
coming home and you don’t know what you’re coming home to, it can 
be quite scary (Focus Group 3: PEI1).   
Participants from all three focus groups, unanimously spoke of their 
experiences and understanding of the impact that PSM has on a child’s 
ability to enjoy and learn in school. Participants’ reflections identified that life 
in school for children is a struggle; through fear of what might be happening 
at home and because of being hungry and emotionally overwhelmed, it’s a 
struggle to concentrate and to learn:  
[…] children not having breakfasts becomes an issue, children are 
saying that they’ve got themselves ready in the morning, they say 
things like erm ‘mummy was asleep on the sofa and I couldn’t wake 
her up last night’ […]  (Focus Group 1:PE7).  
As participants recalled their accounts and understanding of the impact PSM 
had on children’s education. Participants detailed their frustrations that the 
needs of children living with PSM was often not understood by professionals 
in school, particularly in high schools where children are not as well known. 
This was evident in one participant’s account of a child who was suffering 
from neglect due to PSM and the effort it took for them to get into school, yet 
they were turned away for not having the correct uniform: 
It’s the classic, they’ve got the wrong shoes on so send them home 
but what they’re not actually understanding is the child has come in, 
[…] you know, they’ve come in, can you not just, and you’re thinking 
what message are you giving, […] (Focus Group 3: PEI2).  
One aspect the impact of PSM had on children’s education was falling 
attendance, often through repeated lateness into school which affected their 




It’s heart-breaking because the kid’s never in school, but on her 
bedroom wall it was covered in post it notes of revision notes. She 
wants to learn but her attendance is about 18% but she clearly wants 
to learn (Focus Group 1: PE1).  
Participants described their worries for children when they are not in school, 
knowing that children were probably meeting their own needs. But crucially, 
were not having a break from their home life. Participants believed that, for 
many, school was a safe place and they needed time in their safe place to 
support positive emotional health: 
Attendance in particular is a huge safeguarding issue, particularly 
when parents have substance misuse issues, they need that safe 
place and the more they get that the better they are (Focus Group 2: 
PSC1).  
Participants articulated that there was a greater need for schools to 
understand the impact of PSM on children and for children’s individual needs 
to be understood. This was echoed by many participants who felt that 
schools often took a ‘punitive’ approach to responding to children affected by 
PSM who didn’t have the correct equipment for school. This resulted in 
children experiencing further negative consequences because of the impact 
on PSM. 
19.12- Overarching theme one: Summary 
This overarching theme has explored the lives and experience of children 
who are living with PSM, from the perspective of professionals. The emotive 
accounts from participants highlight the complexity of the lives of children 
living with PSM. Throughout the subtheme’s the plight of the lives of children 
living with PSM highlighted significant safeguarding concerns in relation to 
children suffering emotional and physical neglect, as well as exposure to 
additional risk factors. The subtheme’s identified additional risk factors 
associated with PSM such as witnessing domestic abuse, exposure to drug 




children were identified in relation to the longevity of exposure and the 
potential lifelong impact of prolonged exposure to PSM in relation to 
children’s mental health and negative behaviours taken into their adult years. 
Intertwined through the shared reflections from participants was the shared 
consensus that life for children living with PSM was unpredictable and 
isolating due to family conflict, mistrust of adults and the burden of having to 
maintain secrecy. The following overarching theme draws attention to the 
needs of children living with PSM and of the protective factors which help to 






Overarching theme 2: Parental substance misuse- 
understanding protective factors and children’s 
support needs 
The previous overarching theme explored the lived experience and impact of 
PSM on children. The emotive responses from participants identified 
safeguarding concerns relating to PSM and the impact these have on 
children’s emotional and physical health, both in the immediate and the long-
term consequences. This overarching theme presents the findings from the 
three focus groups which focus on protective factors. The subthemes, as 
shown in Table 14 below, identify from the perspective of professionals, 
factors which lessen the impact of PSM on children, and of children’s support 
needs. 
Table 14 Focus groups; subthemes 2.1-2.6 
Subthemes 
2.1 Gaining children’s trust takes time 
2.2 The need for children to have a safe space 
2.3 The importance of trusted adults 
2.4 Trusted adult relationships in school  
2.5 Specialist child-focused support 






20.2.1- Gaining children’s trust takes time 
To understand the needs of children living with PSM, participants recognised 
the need to understand that life for these children is complex. The previous 
overarching theme identified that life for children living with PSM is often 
fraught with the burden of secrecy. Participants described the value of 
investing time in children to gain their trust so that when they are ready, they 
can confide in trusted adults and that this was something that did not happen 
overnight: 
I think it’s a huge amount of work for a practitioner or a support worker 
from any agency to break down those barriers […] it’s time- 
consuming, we need the resources for someone to be able to build 
that relationship up so that they have someone they can talk to, 
someone that they can trust. And I think that can be a huge piece of 
work before any child will even begin to [ share their experience of 
parental substance misuse] (Focus Group 2 participant: PSC1). 
We need to be given the time to build up relationships with children, 
so they can trust us and that just doesn’t happen in an 8-week piece 
of work. (Focus Group 3: PEI6). 
Participants reflected on their understanding that children who have 
experienced neglect, abuse and who have developed a strong mistrust of 
adults, need time to learn to trust professionals. The importance of time was 
identified in relation to providing a child a safe space, for professionals to 
offer comfort but without placing any pressure on a child to talk: 
Whatever has happened they’re not in the mood for learning, 
sometimes it’s just to sit in the office, you don’t even need to say 
anything, just sit there for this lesson get your head together, that’s all 
they need. A safe space essentially (Focus Group 1: PE1).  
One participant described their frustrations at knowing children were being 




aware of the concerns. Participants identified the value of allowing 
children time and the importance of professionals simply listening: 
We know their parent’s a heroin user, not asking loads of direct 
questions because in my experience it just doesn’t work and 
sometimes […] So, people just having an understanding how to 
communicate with children, how to listen actually […] someone for 
them that can listen and help them work through and just reflect 
and just be (Focus Group 3: PEI8).  
Understanding the needs of children living with PSM led to many reflections 
not just about the time needed to gain a child’s trust but of the importance of 
offering a nurturing response to children. Participants identified that children 
living with PSM need not only time, but they needed to feel nurtured, to feel 
understood and, most importantly, valued and cared for: 
The little boy, the only way I can describe him is he’s feral. You know 
where he lives, smashing the estate up, up on garages, putting 
himself at risk constantly. But whenever I go into his classroom he 
approaches me with a book and says ‘will you read a story to me’, and 
so I sit you know in the corner and he puts his head on my shoulder, 
all he wants is for me to just read him the book […] you know if you 
saw him out on the estate, you’d never know that. But he misses that 
nurture because he doesn’t get it at home’ (Focus Group 1: PE2).  
The importance of professionals taking time to get to know children and 
understanding children’s fear of talking openly about their experience has 
been presented in this subtheme. Participants recognised the need to allow 
children time and that children who have experienced neglect and abuse due 
to PSM need to feel nurtured. The following subtheme builds on the notion of 





20.2.2- The need for children to have a safe space 
When prompted to reflect on the factors in children’s lives which would 
support them when living with a parent who misuse substances, participants 
identified the need for children to have a space to retreat to: 
When your home may be very unsafe, that feeling of safety is 
absolutely key […] Focus group 1: PE5).  
Participants emphasized the impact on children living with an unpredictable 
home life and the need for them to have stability, a place of safety, 
somewhere where they could feel safe and a place where they had a trusted 
adult to confide in: 
I think a safe place, whether that’s the wider family, just somewhere 
where they can go when things have gotten to the point where they 
are frightened. Because that inconsistency of not knowing what state 
parents might be in, are they hungover, on a come-down, using drugs, 
under the influence. It can be really unsettling not knowing what state 
you’re going to find your parent in (Focus Group 2: PSC1).  
Participants reflected on the feelings of uncertainty and fear children 
experience when living with parents who misuse substances. One participant 
identified the need for children to be supported and have a place of safety, 
especially when PSM and parental mental health co-exist: 
It’s when a child has got to deal with a parent who has tipped over 
from drug misuse into a psychotic episode and you’re into dual 
diagnosis and it all gets very messy (Focus group 2: PSC6).  
When children are faced with increased uncertainty, unpredictability and fear, 
having a place of safety was identified as a fundamental source of protection. 
The provision of such solace, whether in school or in their community, was 





Linked to places of safety, the following subtheme explores the importance of 
children having trusted adults in their lives, whom they can seek solace from. 
20.2.3- The importance of trusted adults 
This subtheme explores the importance of children living with PSM having a 
trusted adult whom they can confide in during times of need. Participants 
identified that trusted adults can be from both the child’s family and wider 
networks: 
Sometimes it’s just that one trusted adult, whether that’s school, 
grandma, [key]worker, I think it’s really dangerous if that child is 
exposed to what they are exposed to and they don’t have one person 
available to them to explore what they’re going through (Focus Group 
2: PSC1).  
Participants described the importance of the relationship between children 
and their parents. Even if parents were misusing substances this did not 
mean that parents could not have a ‘strong relationship’ and provide 
emotional warmth and care. Participants reflected on their experience that 
just because a parent was misusing substances did not mean that they did 
not love their child: 
[…] a strong relationship with the caregiver, if that child, despite all 
the, what we’re talked about… if they still have a strong relationship 
with that caregiver then that’s really important and that’s going to 
give them that inner ability, strength (Focus Group 3: PEI8).  
In circumstances when parents were unable to respond to their child’s 
emotional and physical needs due to their substance misuse, participants 
identified the importance of a wider family network in stepping in to 
support children. Despite the recognised importance of wider family 
members such as grandparents, professionals raised concerns that, when 




members from outside of the family home in their assessment and care 
plans for children: 
We need to be mindful of wider family and the extra layers of 
protection they can provide (Focus Group 2: PSC5).  
Participants’ descriptions and insight into the world of children living with 
PSM has highlighted the enormity of the impact on children’s emotional 
health and wellbeing. In circumstances where family support is absent or 
where children feel they cannot talk to their family, the need for children to 
have the option for outside support was identified: 
It’s those therapeutic interventions that are really important (Focus 
Group 1: PE3). 
Where children are able to access and receive support from professionals, 
participants outlined the need for this support to be consistent. The narrative 
from participants was linked to previous themes of secrecy, trust and time. 
Participants stressed the importance of investing time in children who have 
little trust, of being consistent, and of not causing additional uncertainty for 
children by changing ‘workers’ (Focus Group 3: PEI3): 
Providing emotional support, helping them with their emotions and it’s 
got to be consistent. Because that’s when you see young people, 
make the best attachments, new attachments with people when 
they’ve got that one person who is consistent (Focus Group 3: PEI4). 
Participants linked the importance of building trust and providing consistent 
support to advocating for children. Participants outlined that without a child’s 
trust, professionals would not be able to ensure their voice was heard: 
It’s about speaking on their behalf, of being that really consistent 
person for them and fighting their corner whether that be with parents, 
social care or your own colleagues. Being that person on their side, all 




Participants across all three focus groups identified the importance of 
children living with PSM having trusted adults in their lives. This subtheme 
has identified the role of professionals in providing time, nurture, a safe 
place and of trusted relationships in schools.  
20.2.4- Trusted adult relationships in school 
Participants recognised the role schools can play in understanding 
children’s behaviour and adapting their responses to better meet the 
emotional needs of children living with PSM. Participants reflected on the 
value of children having the opportunity to have time on a one-to-one 
basis with a trusted adult in school, even if this was not a structured 
session as such, but an opportunity for children to talk if they wanted to:  
It’s more about giving them an outlet, building their strength and their 
confidence […] it’s about doing what you can with that child, letting 
them know that they are cared for, letting them know that they are 
important, letting them know that they are good at something […] it 
might allow them to discuss their feelings, even if they can’t disclose 
what’s going on. But they have that trusted adult that they can lean on 
(Focus Group 1: PE7).  
Understanding children as individuals with a need for tailor-made support 
plans was reiterated by participants who recognised the need for children to 
have an outlet. Participants identified the role schools can play in in building 
a trusted relationship with children to support them to become involved in 
positive activities. Participants identified that having an opportunity to engage 
in positive activities such as sports would enable children to have a break 
from their home life and can be an important factor which could strengthen 
their ability to cope: 
[…] something outside of the home can be the salvation, because 
that’s the place they find out they’re a fantastic footballer, they find out 
that they’ve got a group of friends that will support them, they don’t 




friends, they find out they’re a fantastic dancer, it’s that outlet that they 
can feel good about themselves because a lot of these children don’t 
end up feeling very good about themselves (Focus Group 1:PE7).  
Participants from education talked openly about the needs of the children 
they support, and spoke passionately about wanting to do all they could to 
support children living with PSM. Participants across all three focus 
groups stressed the importance of children having trusted adults in their 
lives. Support for children in school was viewed as a stepping-stone in 
helping to reduce the impact of PSM on children. However, professionals 
felt there was a need for children to have the opportunity to receive 
specialist support regarding their experience of living with PSM. The 
following subtheme explores the need for specialist support. 
20.2.5- Specialist child focused support 
Participants articulated the importance of having specialist support provisions 
available for children living with PSM. Participants also identified the need for 
professionals, from an early intervention level, to be trained to understand 
the impact of PSM and have the practice skills to be able to support children.  
One participant reflected on their experience of having a specialist keyworker 
in school and how well this had worked in supporting children and their 
parents:  
We used to have trained pastoral workers in some schools…and that 
service throughout my time as a social worker was invaluable. 
Because the parents felt comfortable with those pastoral workers 
because they were linked to the school. They don’t see them in the 
same way, as a threat, and the children were able to get the support 
and were able to talk about alcohol and drug use (Focus Group 2: 
PSC7).  
Participants also identified the importance of specialist support provisions 




experience of in their local authority, was valued due to the practitioner’s 
knowledge and expertise regarding PSM. Participants attributed to the 
professionals’ specialist knowledge of PSM, the fact that a ‘platform’ had 
been created for children and families to talk openly and for children to have 
time with a specialist to ‘understand’ and, in essence, make sense of their 
world. Participants from statutory social care shared their frustrations that 
they were often unable to build trusting relationships with children due to the 
demands of their role and due to families fear of engaging with social 
workers. This meant, at a safeguarding level that required statutory 
interventions, there was a greater need for specialist support provisions for 
children living with PSM: 
I think it’s more effective and, sadly, the person that’s trying to explore 
things with the child isn’t the social worker. Because I think it’s more 
effective when it’s not our role. Because of the consequences our role 
has and that’s a shame really (Focus Group 2: PSC1).  
The narrative echoed by many participants across all three focus groups 
regarding the provision of support for families was that children should have 
access to child-focused support. While interventions which were centred on 
the whole family were valued, participants felt that this approach would often 
mean the needs of children becoming lost: 
It’s a child that needs support, separate from parents because, the 
young person gets lost (Focus Group 3: PEI4).  
Participants’ reflections of their experience in practice identified the 
importance of service provisions/ interventions for children, which were not 
time scaled. Linked to previous subthemes of gaining a child’s trust and 
needing time to achieve this, professionals reflected on the need for children 
to have long-term support, if needed, due to the impact or prolonged 
exposure to PSM on a child’s emotional health: 
[mum] has come through that cycle now and isn’t using alcohol 




have come through it, the ripple effect and catalogue of chaos from 
substance misuse is still impacting on the children (Focus Group 1: 
PE5).  
The importance of specialist support being available for children who are 
living with PSM has been identified in this subtheme. Participants have 
highlighted how having a professional in a child’s life who understands PSM 
and is able to communicate with children and their families, has paved the 
way for a child’s voice to be heard and, importantly, to be understood. 
Further, specialist support in primary schools and professionals being 
equipped to respond to the needs of children living with PSM as early as 
possible were also presented in this subtheme. The following theme will 
explore the needs of older children (teenagers) who live with PSM. 
20.2.6- Responding to the needs of older children 
The subthemes presented so far have highlighted the need for children living 
with PSM to have support from a trusted adult both within their family and to 
have the option to access specialist support. Participants also acknowledged 
the needs of older children and the importance of professionals responding 
to their needs, as participants felt older children often had a greater 
understanding of their circumstance: 
Many professionals don’t give kids enough credit for what they know 
[…] I’ve worked with teenagers who have a full awareness of what 
mum or dad are doing I can remember one teenage girl being so fed 
up with her mum because she just wasn’t committed to making any 
kind of change and mum was selling herself for sex. And using a lot of 
amphetamines as well and the kid just had absolutely no trust in her 
mum […]it was so damaging to her (Focus Group 2: PSC7).  
Participants reflected on their own practice and drew comparisons between 
supporting younger and older children. Participants identified the difficulty 
they had experienced in understanding the needs of older children, as for 




physical harm. In comparison, participants felt the needs of older children 
were centred more so on their emotional needs: 
I think the risk initially when the child is younger can be quite physical 
risk in terms of not being supervised, you know being exposed to 
paraphernalia and being exposed to all those sorts of physical. But as 
they get older when children grow older it becomes more of an 
emotional risk, in the sense the more they understand what they’re 
doing and what parents are choosing over them (Focus Group 2: 
PSC2).  
The themes so far have identified that PSM can and does impact the 
emotional and physical health and wellbeing of both younger and older 
children, however, participants identified that the needs of teenage children 
are not prioritised in the same way as younger children: 
It’s just by the time they get to teenagers I think it’s our capacity to 
actually make changes at that time, sadly they are not our priority 
sometimes (Focus Group 2: PSC3). 
Participants identified the challenges they face due to having to prioritise the 
needs of younger children who were at risk of immediate significant harm. 
There was a sense of powerlessness due to limited resources and processes 
aligned more so to the needs of younger children, as depicted below: 
The balance changes as the child grows older, the risk changes, 
because teenagers can look after themselves more in the sense […] 
We’re limited because you wouldn’t go into proceedings […] too much 
older and you wouldn’t consider child protection at 16/17 [years of 
age] I think we’re a bit more limited when they’re a teenager. 
Sometimes there’s a view that they can take care of themselves, the 




20.7- Overarching theme two: Summary 
This theme has presented accounts from participants practice experience 
and their perspective of what children living with PSM need by way of 
protective factors. Participants’ reflective accounts highlighted the 
importance of building trusting relationships with children and the need for 
this to be at a child’s pace. Especially given the possibility children may have 
formed an inherent mistrust of adults and may carry a burden of having to 
keep their parents substance misuse a secret. The overarching theme 
identified the need for children to feel nurtured, to be valued and to be cared 
for and that this dedication of care and nurture can come from both within a 
child’s family and from relationships with professionals. 
The themes have highlighted that a significant protective factor, alongside 
relationships, was the need for children to have a safe space to retreat to 
and seek solace when life at home had become unsafe and unpredictable. 
The safe spaces presented were the homes of wider family members, 
children’s schools, access to professional therapeutic support and children 
having opportunities seek comfort and solace in positive activities. 
Overwhelmingly, participants expressed the need for service provisions to be 
child focussed, as from their perspective, the needs of children can become 
overlooked within a whole family approach. The subthemes also identified 
the needs of older children and shared consensus that as children grow older 
and enter their teen years, risk factors do not diminish but simply change. 
The following overarching theme explores the challenges experienced by 







Overarching theme 3: Understanding challenges in 
practice: responding to the needs of children living 
with parental substance misuse 
This overarching theme explores in greater detail the challenges in practice 
in responding to the needs of children living with PSM. The subthemes as 
shown below in Table 15 will each be presented in turn; 
Table 15 Focus groups; subthemes 3.1-3.4 
Subthemes  
3.1 The impact of austerity measures on service provision 
3.2 Changes in adult treatment services and the implications for children 
3.3 Parental denial stigma and shame 
3.4 Parental mental ill health and substance misuse 
3.5 PSM: Knowledge and training  
 
21.3.1- The impact of austerity measures on service 
provision  
The impact of austerity measures over the past decade on the closing of 
community resources such as youth and children’s centres and the 
disbanding of front-line services was raised in all three focus groups. The 
focus group interview schedule did not ask any direct or indirect questions 
relating to the current economic climate and the government’s decision to 
implement austerity measures. However, this subtheme presents emotive 





The consensus among participants within all three focus groups outlined that 
austerity was a significant challenge which directly impacted on their practice 
in supporting children and families. Participants linked reduced services to 
being unable to respond to the needs of children in a timely manner or to 
prevent safeguarding concerns from escalating: 
When you cut services, that directly translates into children not 
meeting their milestones and not having a good life.  It’s that simple, 
you cut services, you cut money, children are not getting fed and are 
not getting services and that means children who are not resilient and 
able to go on to adulthood and to contribute to society (Focus Group 
1:PE5).  
The implementation of austerity measures and the direct impact this has had, 
especially on children and families affected by substance misuse, was 
highlighted by many participants. Participants reflected on their experience of 
supporting families where PSM was a safeguarding concern and how those 
families were often struggling to provide food for their children. The 
implementation of austerity, coupled with the new Universal Credit benefit 
system, meant children and their families were plunged deeper into poverty: 
The impact of Universal Credit and how poverty is becoming 
normalised because of the use of, and the need for, food banks […] I 
suppose overall cuts to services has a direct impact on these amazing 
young people (Focus Group 1: PE5).  
A further concern raised by participants relating to the consequence of 
reduced services was the ‘window of opportunity’ being missed. Participants 
emphasised the need to be able to respond and to signpost children and 
families to specialist support. The frustration felt by many participants was 
that when the window of opportunity had gone, it was difficult to maintain the 
trust and relationships they had built with children and families.  
Participants described needing to respond to the presenting needs of 




substance misuse was having on their child or, had agreed to accessing 
support themselves: 
I’m at this point where I’ve built a relationship and ‘right, let’s go and 
get you some help’ but because of all the pressures of other services 
[…] I need it there and then (Focus Group 3: PEI8).  
[…] because we’ve missed that opportunity it just reinforces it for the 
kid ‘oh well, people can’t help (Focus Group 3: PEI5).  
Participants also raised the issue of early intervention; with continued cuts to 
frontline services, it was becoming increasingly difficult to protect children 
living with PSM from increased risk of harm and contextual safeguarding 
concerns: 
We’ve all talked today about dealing drugs, teenagers being groomed 
to deal drugs, it’s happening all the time, it’s just horrible, kids being 
brought into it from an early age, you can’t blame the police, but there 
is an impact of reduced resources and police cuts (Focus Group 2: 
PSC7). 
Participants reflected on their concerns about children living with PSM being 
at risk of, and in many cases victims of, sexual and criminal exploitation. 
Participants identified the loss of youth services in their local authority and 
the direct impact this had on those children vulnerable to exploitation:  
Youth clubs used to be able to get underneath all of that, they could 
get behind the information, be the early intervention and disrupt a lot 
of the grooming and exploitation (Focus Group 2: PSC4).  
You know the investment in the youth service, it pays off in so many 
different ways, you know, drug treatment, offending, mental health […] 




Youth services/ clubs were highlighted by participants as a valued 
community resource that could often infiltrate, disperse gangs and prevent 
children from being groomed and exploited. Participants also identified the 
loss of early intervention services as a contributing factor on the increased 
pressures on statutory services: 
I think when we’re picking up cases, teenagers need youth workers 
most of the time, not social workers (Focus Group 2: PSC3).  
Participants’ reflections highlighted the value of having informal support 
options, as children may not feel able, or ready, to seek and engage with 
formal support. This discussion regarding informal support such as youth 
centres and youth workers was linked to previous subthemes in relation to 
children’s mistrust of adults, fear of social care intervention and the 
pressures of having to keep their family circumstance a secret.  
A further lost opportunity to reach children living with parents who misuse 
substances was identified by participants in relation to children not attending 
school. This linked to participants’ previous reflections on the impact PSM 
can have on children’s school attendance. Participants identified that when 
children are regularly not in school, more needed to be done by 
professionals and services to reach those children: 
When you’ve got school refusers it’s so frustrating that they can only 
access that service if they go into school, which is a huge gap (Focus 
Group 2: PSC2).  
Participants identified further lost opportunities in reaching children living with 
PSM, especially when those children have developed unhealthy behaviours 
and coping strategies. ‘Outreach’ (Focus Group 3: PEI3) was identified by 
participants as an important aspect of day-to-day practice, outlining how 
children and families who may be fearful of interventions are less likely to 
attend centre-based services and so more needed to be done to offer 




For children who have lived with PSM over a prolonged period of time, or 
who had suffered trauma, participants highlighted there was often a need for 
specialist mental health services. Unfortunately, due to reduced services as 
a consequence of implemented austerity measures, children were not able to 
access services in times of need. Participants shared their experiences of 
children requiring specialist mental health support and having to wait at least 
‘12 weeks’ (Focus Group1: PE3) for an initial appointment:   
Psychological support, emotional support, well-being support, it’s not 
there, we haven’t got the resources and there are massive waiting 
lists (Focus Group 3: PEI3).  
Cutting of services impacts on waiting times, for some children that 
might be that they need to wait a year for a service, that means a child 
is effectively not engaging with the whole year […] you know you’re 
sat in the classroom but you’re not doing the work, you’re not 
progressing during that year, children don’t get back that time in 
education, in some of the most precious years of their life, how many 
years of education are wasted (Focus Group 1: PE5).  
This subtheme has presented the challenges professionals in front-line 
services face in trying to support children and their families who are plunged 
deeper into poverty and have limited access to mental health services 
because of the impact of austerity. The reduction of front-line services, most 
notably the disbanding of youth services in the community and long delays 
for children needing specialist mental health support, has highlighted the 
opportunities that have been lost in responding to the needs of children living 
with PSM. Participants’ reflections of their experience in practice of lost 
opportunities highlighted the need for services to outreach, to reach children 
who were not in school and who would not attend formal appointments.  
The next subtheme explores the challenges experienced by professionals in 
working alongside adult drug treatment services and the implications those 




21.3.2- Changes in adult treatment services and the 
implications for children  
Participants shared their views regarding adult substance misuse services 
and how they too were lacking in ‘outreach’ support. There was agreement 
that outreach workers were especially valuable for parents who were 
ambivalent or fearful of being honest about their substance misuse and for 
parents who were not able to attend appointments. Participants also 
expressed a view that adult substance misuse services appeared to be too 
restrictive in terms of timescales and lacking in longer-term support: 
I think the same should be applied to mental health and drugs and 
alcohol. You know, it needs to be thought of as a lifetime solution and 
not a we’ll give you 6 weeks CBT and then ‘all the best’ (Focus Group 
1: PE5).  
The experiences shared by participants regarding adult substance misuse 
treatment services led to reflections on the implications for children. 
Participants described a sense of distance between children and adult 
services, due to differing professional remits and priorities. The frustration 
aired by participants was that there was a gap between treatment services 
and social workers, and this gap is not conducive to supporting parents to 
engage in treatment, in facilitating change and in working with families to 
lessen the safeguarding concerns.  
Participants identified that if there was improved communication and co-
working between adult and children’s services, then adult treatment workers 
could bridge that gap’ and support the parents’ engagement with their 
children’s social worker:  
Adult services have a completely different remit to us. It’s not 
necessarily a true picture of what is going on in that house […] the 
more joint work between adult and children, that would be helpful 




Participants also described the frustrations they experience when supporting 
parents to access substance misuse services. Changes in the 
commissioning of services led to changes in service design and provision, as 
well as increased waiting times. Participants outlined their experiences of 
parents often not knowing how to access treatment services because of 
these frequent service changes: 
The other frustration is the way that adults’ services are set up, if I’m 
honest […] it’s this whole government idea that we need to 
commission you and then all of a sudden that commissioning changes 
and then it’s all change […] If I as a practitioner am having to ask 
colleagues in that field what do I do, how the hell are substance 
misusers meant to do it? (Focus Group 3: PEI8).  
The commissioning of adult treatment services and the implementing of 
payment by results was highlighted as a further challenge in practice, as 
participants shared their frustration at increased waiting time to access 
treatment services and the impact this has on parents’ motivation. 
If we’ve got parents who have got to the point where they say yes, I 
want to make changes, the waiting lists to access services […] by the 
time you get to the top of the waiting list, you lose them […] their 
motivation has gone (Focus Group 2: PSC6). 
Participants’ reflections on their experiences in practice highlight the 
dedication shown to support parents when they are ready to access 
substance misuse treatment services. Yet, due to changes in commissioning 
and reduced services, parents were not always able to easily access this 
support; the consequence for children would be continued exposure to PSM. 
The following subtheme explores the challenges experienced by participants 





21.3.3- Parental denial stigma and shame 
Participants’ reflections of their experience of supporting children and their 
families affected by PSM highlighted the complexity of attempting to build 
relationships and to support parents to make positive changes to their 
substance misuse. A significant challenge faced by professionals when 
responding to safeguarding concerns due to PSM was parents’ denial or 
minimising of their substance misuse.  
Reflections from participants in social care highlighted the emotional strain 
on parents to conceal their substance misuse, due to fear of the 
consequences of having their child removed from their care. Participants also 
shared their frustrations of rooting for parents to be honest so they could 
prevent safeguarding concerns from escalating and prevent the need for a 
child to be removed from their parents’ care:  
[…] when we’re working with families who are still in that denial stage, 
it’s really, really hard, especially when we have the child’s timeframe 
in mind, particularly for under-fives when we think these concerns 
can’t wait for help (Focus Group 2: PSC3).  
Participants’ narratives of the reasons why parents may feel reluctant to be 
honest about their substance misuse was also underpinned by a sensitive 
understanding that PSM is complex. Participants acknowledged that for 
many parents, their substance misuse may be the only coping strategy they 
feel they have, leading to an acknowledgment of the fear parents would have 
of facing the prospect of life without the one thing that has helped them to 
cope. 
It’s not that they don’t love their children or are not bothered about 
their children being taken from them […] They might tell you that they 
want to give up and they might really mean that; when they go back 
from that meeting into their life, it’s so difficult for them to change 




One aspect identified by participants of the impact of parents concealing their 
substance misuse was that often the needs of children went ‘under the radar’ 
(Focus Group1: PE6) for too long. Participants explained that they were often 
unaware of the needs of so many children until a point of crisis, following a 
significant safeguarding incident. Participants also outlined that only at a 
point where families were in the legal arena were they able to accurately 
assess risk.  
Unless we get a referral from the police because there’s been a 
domestic, or a parent has presented at A&E, you don’t know how it’s 
impacting (Focus Group 2: PSC7).  
Participants also identified the impact of parental denial and secrecy on 
children in relation to their emotional health and the impact on a child of 
wanting their parents to be honest and to accept support.  
Mum is telling social workers ‘I’m fine’, coming to TAC (Team Around 
the Child) meetings and saying ‘I’m fine, I’ve not drank anything for 18 
months now, I’ve been dry for 18 months, the shakes are from my 
anxiety’ and the lad’s like ‘No she’s bringing home bottles of vodka’ 
(Focus Group 3: PEI7).  
Underpinning parental denial or minimisation of substance misuse, as 
identified by participants, was parents’ overwhelming fear of losing their 
children. This was identified by participants as a significant barrier for parents 
accessing treatment and working openly with children’s services. 
I think it’s really easy for us to criticise their lack of honesty but when 
the consequences are so high, I can totally see why a parent wouldn’t 
say yes I use heroin three times week, for fear of the worst-case 
scenario, of their child being removed (Focus Group 2: PSC1).  
Participants’ reflections of the challenges they face in practice when trying to 
build relationships and trust with parents who misuse substance has been 




misuse, participants shared emotive accounts of children not coming to the 
attention of services until there had been a significant safeguarding incident. 
This subtheme also highlighted the emotional toll on children of knowing their 
parents were not being honest. Participants’ were sensitive to the reasons 
why parents may not be honest, such as experiencing shame, stigma and 
fear of the repercussions of being honest.  
The following theme explores a further challenge identified by participants in 
being able to support children and their parents, when parental mental health 
co-exists with PSM. 
21.3.4- Parental mental ill health and substance misuse 
Participants within all three focus groups shared their experience of 
supporting parents who misused substances and the connection to poor 
mental health. Participants’ appeared sensitive to the needs of parents and 
the complexity of parents struggles with past and present trauma and of 
ongoing mental health problems. 
I’ve never worked with a child where parents misused substances and 
parents didn’t have mental health issues. Whatever the trauma that 
has led to that, it could be domestic abuse or problematic childhood 
experiences. I’ve never once worked with someone where it wasn’t 
there (Focus Group 2: PSC1).  
A significant concern raised by participants was the response from the adult 
substance misuse and mental health services. Participants aired their 
frustration that parents were not able to access specialist support. The 
descriptions by participants suggest that when necessary support and 
interventions are not available for parents, this had a knock-on negative 
impact on children:   
There is conflict between your need to address the substance issue 




I don’t think drug services in my experience, particularly look back that 
far as to why a person started. I mean, maybe they’re not trained in 
that trauma-based stuff, it’s very much the here and now (Focus 
Group 2: PSC2).  
Whilst sensitive to the needs of parents, participants expressed their concern 
for children living with parents where mental health and substance misuse 
co-existed. Participants described how parents often ‘neglected’ themselves 
and were unable to meet their ‘self-care’ needs. The impact on children on 
witnessing their parent’s mental health decline, being exposed to PSM and 
experiencing inconsistent parenting is linked to findings presented in 
overarching theme one:  
I don’t like the word ‘damaged’ but they are so affected by their 
experiences that they can’t be available for their children and that 
impacts on the next generation (Focus Group 3: PEI8).  
Participants’ reflections of their experience in practice has highlighted the 
multiple challenges they face when trying to engage, build trust and support 
parents who misuse substances. When parental mental health is intertwined 
with PSM, the challenges appear to be heightened both in terms of parent’s 
access to services but of the impact on children due to having to endure 
added complexities. One of the challenges identified in this subtheme was in 
relation to knowledge and understanding of PSM and of the need for 
professionals to be trauma informed. 
The following theme explores the challenges experienced by participants due 
to inadequate training and knowledge in responding to the needs of children 
living with PSM.   
21.3.5- PSM: Knowledge and training 
Participants’ narratives regarding their knowledge of PSM was centred on a 
consensus that much of their practice was based on previous experience 




regarding training on substance misuse, and PSM, across the children’s 
workforce as a whole. Participants’ detailed accounts suggested the training 
currently available was too basic, especially for statutory social workers: 
I think there’s another level of training needed… drug and alcohol 
knowledge…I’ve been on the basic training we have but it’s pretty 
limited information, you know, for the social worker to assess the 
impact on the child, it’s too basic. I think there is another depth that’s 
missing. You know I think a lot of us learn on the job, it should really 
be part of the basics of social work, because they don’t cover it at uni. 
(Focus Group 2: PSC3).  
Participants shared their concerns that due to a lack of knowledge and 
adequate training, particularly for professionals making decisions at the first 
point of contact, children and families were not receiving support early 
enough: 
Mum had been significantly using cocaine, she’s absolutely broke, 
there are 5 children in the house, we went straight through to MASH 
[Multi Agency Safeguarding Hub] and I didn’t hear anything back at 
all. There was zero curiosity about it […] there are 5 children in that 
house (Focus Group 1: PE4).  
With limited knowledge and access to PSM training, participants identified 
that the consequence for families was inconsistent responses from 
professionals, especially regarding decision-making as to whether a family 
required statutory or early help services:  
I read a lot of social workers’ assessments, sometimes it’s hard to link 
the impact on the child. I often say to social workers ‘Well, so what if 
mum is using drugs, so what if she drinks, what does it mean for that 




Participants described discrepancies in practice because the assessment of 
the impact of PSM on children was often based on previous experience and 
a judgment that some drugs are worse than others:  
I know a couple of parents who use heroin and say that it actually 
helps them to function to be better parents. On the surface of it, you 
know you have a bit of preconceived idea of a heroin addict, don’t 
you, you know that image. But actually, there are some people who 
completely don’t have that image at all (Focus Group 3: PEI3).  
In response to concerns raised by participants about the lack of appropriate 
training on substance misuse and the impact of PSM on children, 
participants identified what they felt they needed to better respond to the 
needs of children living with PSM: 
If it’s possible, something like mapping parental substance misuse 
against child development. Like what a child needs at certain points 
and how parental capacity, parental substance misuse can be 
impacted and what children need in different age groups (Focus 
Group 2: PSC4).  
I think we do need specific training though, on parental misuse and 
substance misuse and I think we need to have that refreshed all the 
time (Focus Group 3: PEI3).  
Participants identified the need for specific training on drug and alcohol 
misuse, to be able to understand the associated risk factors with each 
substance. Participants described how they would value training which would 
also provide them with an improved understanding of levels of substance 
use, linking this to the impact on children: 
I always think, well, what drugs are they using, what’s problematic, 
how does it impact. Sometimes we just give it a term don’t we and we 
don’t actually know how problematic it is (Focus Group 2: PSC1).  




alcohol training course and the positive impact this had had on their practice, 
improving their assessment skills and confidence to talk openly with parents 
about their substance misuse: 
I felt far more equipped after that and I think it should be mandatory 
for all social workers […] just the basic level of what does crack 
actually do, what is that feeling that they’re after, and how long does it 
last. I know it sounds a bit random, he even showed us how to cook 
up heroin […] it was about me then being able to see through the 
child’s eyes what they’re seeing and what they’re exposed to […] he 
was explaining the safe way to do various things, and actually now I 
could have a conversation with a parent about their use and do they 
follow the safety advice from treatment workers (Focus Group 2: 
PSC2). 
21.7- Overarching theme 3: Summary 
This overarching theme has presented reflective accounts from participants 
of the challenges they have experienced in practice when responding to the 
needs of children living with PSM. Participants identified the challenge they 
face due to the implementation of austerity measures, resulting in reduced 
frontline services. Further challenges in practice were identified particularly in 
relation to the perceived fragmentation of adult treatment services, with 
continued restructuring and commissioning, leaving both professionals and 
parents unsure of new processes to access treatment.  
The lack of outreach support for parents regarding their substance misuse 
was identified, especially when a parent was ambivalent or unable to access 
community resources. This was perceived to have a direct impact on children 
as they continued to be exposed to PSM. This theme has also highlighted 
practitioners’ frustrations of their lack of knowledge of substance misuse and 
the impact this had on their ability to see the world through the eyes of 




participants ability to accurately assess the needs of children and to have 
meaningful conversations with parents about their substance misuse.  
21.8- Part 4 Summary: Focus groups with professionals   
Professionals from across a children’s workforce have shared their 
experience of supporting children and families where PSM is a safeguarding 
concern. The findings presented from the three focus groups has highlighted 
the complexity of PSM because of associated safeguarding concerns relating 
to children’s exposure to domestic abuse, drug related crime and parental 
mental ill-health.  
Participants shared their experience of the direct impact PSM can have on 
children not having their day to day emotional and physical health needs 
met. Participants reflected on their experience of children suffering physical 
neglect, as well as the emotional harm due to parents not being able to 
respond to their children’s emotional needs. The impact of children 
experiencing neglect was linked to an increased risk of contextual 
safeguarding concerns, as children sought solace away from their home and 
were then at risk of exploitation. Participants acknowledged the needs of 
older children, however the impact of reduced resources meant they often 
had to prioritise the safeguarding needs of younger children.  
The findings from the focus groups illustrated the complexity and 
unpredictability in the lives of children living with PSM, and the need for 
children to have trusted adults both within their family and from 
professionals. The shared consensus was that children living with PSM need 
to be nurtured, valued and cared for and services responding to the needs of 
these children should not be time limited. 
Participants shared their frustrations of not receiving adequate training to 
appropriately assess and respond to the needs of children living with PSM. 
When training was available, participants described how this had a positive 




The impact of austerity measures highlighted the missed opportunities to 
support children and their families. In their endeavour to respond to the 
needs of children living with PSM, increased waiting times for services and 
services no longer existing, left participants with a sense they had missed 
opportunities to support families at an early stage.  
The creative interviews with children illustrated the multiple layers of 
adversity and harm children can suffer when living with parents who misuse 
substances. The interviews also illustrated what children felt they needed in 
times of adversity and crisis to lessen the impact of PSM. The themes of risk 
and protection, of adversity and support, carried through to the professionals’ 
focus groups findings.  
The findings presented from the literature review, creative interviews with 
children and focus groups with professionals are complex and multi-layered. 
Part five of this thesis will present the discussion chapters and draw on all 
three data sets to provide an in-depth understanding of the needs of children 
living with PSM and how those needs span multiple systems. Before the 
discussion chapters are presented, it is important to acknowledge the 





Chapter 22- Limitations and challenges 
This research project was centred on privileging the voices of children living 
with parents who misuse substances. I chose not to collect information from 
the children’s parents and keyworkers prior to the interview; this was done 
deliberately to ensure I understood the children’s’ narratives from their 
perspective and not through the lens of adults. Including the voice of the 
children’s parents may have contributed to an understanding of the needs of 
the whole family. However, it was not possible to include another source of 
data due to the parameters of this research project. The inclusion of parents 
in the research may have also led to the research becoming focused on the 
needs of adults and not on the needs of children. 
A further possible limitation relates to the focus group participants and 
whether professionals from different local authorities would have shared 
similar or different perspectives. It is possible that only participants who had 
an invested interest in this research project’s topic volunteered to participate. 
This potential limitation was mitigated by the inclusion of participants from a 
number of different professional backgrounds, spanning multiple areas 
across the children’s workforce. 
The small number of child participants and small number of focus groups 
means the study is not generalisable, nor was it meant to be. The principles 
of hermeneutic phenomenology favour smaller numbers of participants, to 
reach a greater depth and level of understanding, which would not have 
been possible with a large number.  
The integrity and trustworthiness of this phenomenological research project 
was protected by considered and detailed planning, as outlined in the 
methodology chapters. The number of data sets (literature review, creative 
interviews with children, and focus groups with professionals) ‘increases the 
scope or depth of the study’ and the presentation of detailed quotes from 
participants contribute to the credibility and trustworthiness of this study 




suggest they are relevant and transferable to other PSM settings identifying 
key issues and concerns to be addressed. The detailed and considered 
steps outlined in the research design (chapters 10 and 11) would enable this 
research to be replicated.  
A significant limitation to this research was the absence of BAME (Black, 
Asian and Minority Ethic) representation. The lack of diversity means this 
study has not been able to contribute to the body of knowledge regarding 
particular issues that BAME children living with PSM may experience. BAME 
children were not identified by the special service to participate in the 
research. I am confident this was not a purposeful exclusion but a reflection 
of the local area’s demographics. This is evident in a report of the local 
authority demographics, whereby the presented data outlines that the local 
authority is less ‘ethnically diverse’, as 92% of the population identify as 
white. This is in comparison with the national average of 86% ([Edited for 
anonymity] MBC:2016)  
With additional time and resources, I would have ensured that children living 
in different local authorities, from BAME communities, and from different 
cultural and socio-economic backgrounds were included. Due to the 
limitations of time for a PhD, and of being a single researcher it was not 





Part 5  
 Discussion and conclusion  
 
Chapter 23 - Introducing the discussion 
This research set out to understand the needs of children living with parental 
substance misuse (PSM). Specifically, the objectives of this research were 
to: 
1. enable children and young people to talk about their experiences of 
PSM in a safe and supported way 
2. investigate the experiences of professionals across a children’s 
workforce in responding to PSM and how they can be better 
supported 
3. build a model of practice grounded in the experiences of children 
and professionals. 
The body of existing literature, as presented in part two of this thesis, 
demonstrates the adversities that children can experience when exposed to 
PSM. Despite the current knowledge, children living with parents who misuse 
substances are overlooked in UK legislation, and the responses in practice to 
the needs of those children remain fragmented. 
The methodological design of this research was ground-breaking because 
this is the first time the experiences of children living with PSM was 
privileged along with practitioners from children’s social care, education and 
early intervention services. The use of creative interviews with children 
provided new contributions to methodological knowledge. The two art-based 
creative methods; ‘if alcohol or drugs was an animal’ and ‘the resilience tree’, 
have not been used previously as a research method with children. These 
creative methods also contribute to methodological findings, as this research 




rigour and validity of qualitative research. I believe that the design of this 
research has enabled the children to share their actual and current lived 
experience at their pace and in their preferred way. This research has 
provided a depth of understanding of the needs of children living with PSM 
which otherwise may not have been achieved. 
Drawing the findings together from across the three data sets (literature 
review, creative interviews and focus groups), this discussion will present 
new knowledge which will provide an in-depth understanding of the needs of 
children living with PSM, and bridge the gap between research and practice.  
Framed by Bronfenbrenner’s (1977) ecological systems theory, the complex 
interactions between a child’s systems are discussed. Those systems 
include a child’s Microsystem (immediate home environment, family 
relationships), Mesosystem (neighbourhood, friendships, social networks), 
Exosystem (community resources, service provision), Macrosystem (wider 
political systems) and Chronosystem (significant life events). 
The significant themes from the three data sets will be discussed and the key 
messages for practice will be presented in three parts, in response to each of 
the three research questions: 
• How do school aged children (aged 5-16) experience living with a 
parent who misuses substances? 
• What do children need in order to promote and strengthen their 
emotional resilience and enable them, when appropriate, to live safely 
with parents who misuse substances? 
• From the perspective of professionals, what changes are considered 
necessary in relation to legislation, policy, training and practice to 






Understanding the complexity of children’s 
experience: Living with parents who misuse 
substances 
 
The findings from this research illustrate that the experiences of children 
living with PSM are complex and the impact on the lives of these children 
can be severe. The reflections from children and from professionals who 
endeavour to support children living with PSM, illustrated that PSM is 
associated with multi-layered and complex risk and protective factors. 
Existing research has not explored the complexity and severity of PSM from 
the perspectives of both children and professionals.  
The key focus of this chapter is to discuss the interplay, severity and impact 
of accumulative risk factors, across multiple systems and answers one of this 
research project’s three research questions: 
• How do school-aged children (aged 5-16) experience living with a 
parent who misuses substances? 
 
This chapter will critically integrate findings from the literature review with 
creative interviews with children and focus groups with frontline 
professionals. The following themes were chosen for discussion because 
they have not been discussed in previous literature and are integral to 
understanding the experience of children living with PSM. They illustrate the 
complexity of their lives and the factors associated with increased risk of 
significant harm: 
• The complexity and severity of children’s experience of PSM 
• Children’s lost childhood: Contextual safeguarding and the impact of 
PSM on older children 





As previously outlined within this thesis, not all children who live with parents 
who misuse substances are at risk of significant harm. For those children 
who are exposed to increased risk of harm, an understanding of associated 
risk factors is central to understanding the needs of children affected by 
PSM. The voices of children who participated are central to this research and 
it is their voice that will illuminate existing and new findings.  
24.1- The complexity and severity of children’s experience of 
PSM. 
The findings from serious case reviews in England, which span 14 years of 
research (chapter 4.4), repeatedly outline domestic abuse, parental mental 
ill-health, and PSM as key factors which increase the severity of risk of harm 
to a child. The literature review also presented the findings from a report by 
the ADCS (2018:23) in which a combination of the three significant risk 
factors are referred to as the ‘trigger trio’; these factors are the most 
prevalent reasons why children and their families come to the attention of 
children’s social care.  
It is important to understand that the combination of the trigger trio can cause 
significant harm to a child, but equally important to understand the 
complexity of other factors, beyond the ‘trigger trio’ that can negatively 
impact children living with PSM. Skinner et al., (2021:1) suggest that the 
‘idea of a toxic trio’ has become ‘deeply embedded’ in both policy and 
practice, yet the idea of a toxic trio or trigger trio is theoretically 
underdeveloped. The findings from this research (part four), illustrate that the 
presence of the trigger trio is not always a precursor to the negative impact 
of PSM on children. As illustrated in part four (table 7, chapter 15) PSM was 
associated with multiple risk factors, but the severity of the negative impact 
on children was not always dependent on PSM co-existing with domestic 
abuse and parental mental ill-health. 
The literature review also illustrated that research relating to PSM can be 




and not both substances. The Hidden Harm report by the ACMD (2003), and 
research by Barnard and Barlow (2003), focused solely on parental drug 
misuse, excluding children whose parents misused alcohol. In contrast, the 
publications by Turning Point (2006), and POST (2018), focused solely on 
parental alcohol misuse. Chapter five of the literature review highlighted a 
focus on the impact and complexity of PSM on the lives of children in relation 
to domestic abuse (Velleman and Reuber, 2007; Templeton et al., 2009; 
Galvani, 2015). Further, chapter five also illustrated the narrow focus of 
research regarding PSM and the focus of literature on PSM and parental 
mental ill-health (Reuper et al., 2012: Arria et al., 2012). Therefore, it was 
important that this research avoided a singular focus, to ensure the 
complexity and severity of PSM could be understood, and how risk factors 
associated with PSM can increase and compound the negative impact for 
children.  
A significant theme underpinning many of the children’s reflections were 
feelings of their lives being fraught with uncertainty and exposure to multiple 
risk factors. The children shared detailed reflections of missing school, 
fleeing violence, being caught in the middle of family conflict, experiencing 
poverty, being separated from their parents when they were hospitalised, 
and witnessing significant parental injury. This complexity of PSM and the 
impact on the lives of children through exposure to multiple risk and adversity 
can be seen in table seven (chapter 15).  
24.1.1- The impact of unpredictable behaviour 
The practitioners across the three focus groups also shared their 
experiences of PSM, and the added complexity of parents’ unpredictable 
behaviour as a result of substance misuse and poor parental mental health. 
As outlined by Kroll and Taylor (2009:114), PSM and parental mental ill 
health are linked and can lead to unpredictable behaviour which they refer to 
in terms of the ‘before and after parent’. The findings from the focus groups 
emphasised the messy reality of PSM and the direct impact on children. 




where PSM was a safeguarding concern and how parents could often be 
described as ‘erratic’, ‘short tempered’ and their moods were ‘up and down’.  
Changes in the behaviour of parents due to misusing substances is well 
documented in research literature, particularly in reference to how certain 
substances may impair parents’ behaviour and judgement (Arria et al., 
2012). Parental misuse of substances such as heroin and alcohol, can result 
in states of extreme drowsiness and impaired concentration. Substances 
such as amphetamines and cocaine can be associated with states of 
agitation and restlessness (Dawe et al., 2008). Prolonged substance misuse 
has also been noted in the literature as resulting in heightened levels of 
suspiciousness, hostility and delusional beliefs (Dawe et al., 2008).  
The connection between PSM and impaired parenting is documented in a 
mixed methods study by Arria et al. (2012). Their study analysed data from 
respondents aged 15-54 years from the National Comorbidity Survey in the 
USA. The focus of the study was to explore the relationships between PSM 
in childhood, parenting behaviours, and the risk of developing substance 
misuse in adulthood. The findings from the study by Arria et al. (2012:115) 
were based on quantitative data and retrospective accounts from participants 
who completed ‘supplemental interviews’. The study concluded that PSM 
leads to a decrease in positive parenting behaviours. Those behaviours 
included coercive control, harsh discipline, ineffective parenting and lower 
levels of parental involvement (Arria et al., 2012).  
This research project evidenced that PSM was associated with unpredictable 
adult behaviour. A noticeable and important difference between this research 
and existing literature relating to PSM is that this research did not rely on 
retrospective accounts. This research included the voices of younger 
children who were living with their parents who misused substances. Another 
noticeable difference of this research project, compared with existing 
literature, was the emphasis the children placed on how the anticipation of 
the next episode of PSM (and the associated changes in parents’ behaviour) 




the reality for children, their experience of unpredictable parental behaviour, 
and the confusion they must feel when their parent is cruel, evasive, and 
unable to offer warmth and comfort.  
The impact on a child’s emotional wellbeing needs to be understood and 
considered, not just in relation to visible changes in parents’ behaviour, but 
also in relation to the non-visible and non-verbal parental behaviours, and of 
the continuous cycle of unpredictability experienced by children. Whilst a 
parent’s ability to respond to their child’s day-to-day physical care needs is 
important, so too is a parent’s emotional availability for their child.  This 
research has highlighted the significance for practitioners to understand the 
impact PSM can have on a parent’s availability, and how it feels for a child to 
be living with a parent who is unable to offer comfort and warmth. 
24.1.2- The role of domestic abuse 
During the creative interviews, children were not asked any direct questions 
relating to domestic abuse but were asked to recall a memory of when their 
parent’s substance misuse had been a worry for them. This question resulted 
in detailed and powerful reflections of witnessing violence, experiencing 
threats of violence, and seeing their parent’s physical injuries. The reflections 
and shared experiences of many of the participating children illustrate the 
importance of understanding their reality from their perspective, given the 
complex and multiple risk factors they experienced. 
A significant theme identified across all three focus groups was the interplay 
between PSM and domestic abuse. The children also shared detailed 
memories of seeing their parents injured. Though it was not always clear 
whether parental injuries had been sustained through a substance-related 
accident or as a victim of domestic abuse, there is little doubt that for a child 
it is both upsetting and frightening to see significant injuries, or a parent 
having a seizure. As we have seen from the children’s reflections of their 
lived experience, risk of harm is not always overt and, arguably, as 
practitioners we can never truly know the extent and severity of the risk of 




The children’s accounts illustrated the connection not only between PSM and 
domestic abuse, but also substance-related acts and threats of violence. The 
findings from the focus groups also identified that life for children living with 
PSM was often unpredictable and marred with violence and threats of 
violence. Children’s exposure to violence was not only linked to domestic 
abuse, but a consequence of the acquisition of substances, threats because 
of drug debts, and the unpredictable and violent behaviour of adults when 
under the influence of substances.  
The impact on children of the unpredictability of their home life and the 
feelings of uncertainty are documented in literature relating to domestic 
abuse. Within domestic abuse literature the term ‘hypervigilance’ is adopted 
to describe the symptoms experienced by children who have been exposed 
to domestic abuse, such as ‘exaggerated startle, nightmares and flashbacks’ 
(Margolin and Gordis, 2000:153). Children who have been exposed to 
repeated incidents of domestic abuse, where their home is no longer a ‘safe 
haven’, and ‘marred by danger’ have difficulty regulating their emotions due 
to their hypervigilance (Margolin and Gordis, 2000:152). The findings from a 
study by Mertin and Mohr (2002:560) also found children exposed to 
domestic abuse were ‘easily startled’. The study concludes by stating that 
the most frequent symptoms experienced by children due to domestic abuse 
were ‘thinking about violence, hypervigilance and difficulty falling or staying 
asleep’ Mertin and Mohr (2002:560). 
The negative impact on children’s emotional health due to unpredictable 
cycles of adult behaviour can be found in domestic abuse literature. 
However, the negative impact on a child’s emotional health due to living with 
uncertainty and unpredictable adult behaviour is absent in PSM literature. 
This research has illustrated the need to understand the negative effect PSM 
can have on children’s emotional health, in relation to hypervigilance and 




24.1.3- Impact of PSM across multiple systems  
This research is framed by ecological systems theory and it is this framework 
which has provided the lens in which to gain further insight into the impact of 
PSM on children. Ecological systems theory was initially centred on the 
theoretical paradigm that human development, through a lifespan, is 
influenced by changing immediate and wider environments (Bronfenbrenner, 
1977).  Bronfenbrenner (1986) identifies that it is the influence of all systems 
which create ‘steadiness’ or ‘unsteadiness’. The greater number of stressful 
life events and instability within the family environment is associated with 
greater levels of poor mental health and criminality in adulthood. 
In 1986 Bronfenbrenner added a further system, the chronosystem, to the 
existing micro-, meso-, exo- and macrosystems. Bronfenbrenner (1986) 
describes the chronosystems as the life changing events that can be 
influenced by multiple systems and life transitions such as puberty, marriage, 
retirement. But it is life-changing events that create instability, and would 
further influence a person’s psychological development. Bronfenbrenner 
(1986:723) described the influence and interplay of systems and of 
‘intrafamilial processes affected by extrafamilial conditions’. The concept of 
chronosystems adds a greater depth of understanding to the complexities of 
the lives of children and their families and, in relation to this study, the impact 
of PSM.  
This research differs from existing literature and illustrates that children’s 
exposure to PSM needs to be understood not as a binary list of factors but in 
reference to the systems in which children live. This research has illustrated 
the severity and accumulation of risk factors children living with PSM 










The impact of PSM on a child’s safety, physical health, and the cumulative 
risks that can contribute to a child being inadvertently placed in danger, have 
been documented throughout the review of literature and the presentation of 
findings. The perpetuating cycle of uncertainty, carrying of the burden of 
secrecy, and the harsh and enduring reality for children was illustrated in part 
four of this thesis.  
The implication for practice and for practitioners is the need to consider not 
just what children see and the physical aspect of safeguarding concerns, but 
also, what children feel and the emotional impact of PSM. As stressed by 
professionals across the three focus groups, often the priority regarding 
safeguarding concerns is the identification and assessment of risk of harm 
including neglect, physical abuse and child injury. The reflections from the 
children who participated illustrate the emotional impact of PSM on their lives 
and the need for practitioners to have improved knowledge, understanding 
and insight into the realities of the lives of children living with PSM. 
This section has focused on the experience of children living with PSM, 
relating largely to their micro- and chronosystems. The following section will 
discuss the findings from this research relating to the needs of older children. 
The negative impact of PSM relating to contextual safeguarding and a child’s 
meso- and exosystems will be discussed.  
24.2- Children’s lost childhood:  Contextual safeguarding and 
the impact of PSM on older children  
An unexpected finding within this research was the connection between 
contextual safeguarding, PSM, and the impact on older secondary school 
aged children (aged 11-16). Throughout this thesis, the terms ‘children’ and 
‘child’ have been intentionally adopted, both in reference to children who 
participated in this research and when referring to existing literature. The 
rationale not to use terms such as ‘adolescent’, ‘teenager’, or ‘young person’, 
was to avoid a perception that just because a child is older, they are less at 




participants shared their experience in frontline practice of the needs of older 
children being missed due to a perceived view that they were less likely to be 
at risk of significant harm, or due to practitioners having to prioritise the 
safeguarding of young children due to their immediate risk of harm.  
Focus group participants shared their experience of older children being 
groomed by criminal gangs and being vulnerable to, and victims of, child 
sexual exploitation due to children escaping their home life and seeking relief 
in the community (meso- and exosystems). This research further extends the 
findings from existing literature in relation to the vulnerability of children’s 
social networks to safeguarding concerns from outside of their family home. 
The focus group findings (chapter 19 and 20) highlighted the needs of older 
children and the concept of contextual safeguarding. Contextual 
safeguarding (appendix 2), as detailed in the 2018 Working Together to 
Safeguard Children (H.M. Government, 2018), is defined as ‘extra-familial 
threats’; the threats outlined include children being vulnerable to exploitation 
by criminal gangs and children being victims of sexual exploitation (HM 
Government, 2018:22). As illustrated in figure 18, the impact of PSM on the 
lives of children span multiple systems. The risk of contextual safeguarding 
for children living with PSM is evident from the risk factors they experience 
within their meso and exosystems. 
As identified within the literature review, among the negative knock-on 
effects for children living with PSM is the risk of children developing early 
sexual relationships and becoming involved in risk-taking behaviour 
(Velleman and Templeton, 2016). Velleman and Templeton (2007:81) 
highlight the concept of ‘precocious maturity’, where children may engage in 
behaviour beyond their years, but in the absence of emotional stability and 
maturity, are unable to understand the significant impact on their mental and 
physical wellbeing.  
The concept of precocious maturity arguably determines that children may 




such as substance misuse, as opposed to identifying children as victims of 
abuse and exploitation. The concept of precocious maturity embeds a view in 
practice that older children have choices, which creates a misconstrued 
narrative in practice that older children who are seen to be risk-taking have 
chosen to do so. This is worthy of further research. 
This research has illustrated the need for an empathic understanding that 
children living with PSM may not have had a choice, and may be victims of 
exploitation, or, they may be seeking to fulfil an un-met emotional and 
physical need. This was identified from professional participants in this 
research who recalled working with children who became involved in gangs 
because life at home was unbearable and they sought a pathway of escape. 
The children who participated in this research also illustrated the stark reality 
of living with PSM, the impact on their health, mental health, lack of positive 
activities and lack of availability of parents for support and comfort. The 
experiences shared by the children in this research highlight their 
vulnerability, especially during times of increased severity of PSM. When 
parents are unable to offer guidance, warmth and support (microsystem), 
older children will seek comfort and escapism outside of their family home, 
leaving them potentially exposed to adults who seek to exploit their 
vulnerability. This has implications for frontline practitioners including 
understanding the needs of older children, increased practitioner awareness 
of extra-familial risk factors, and an increased understanding that older 
children living with PSM are at risk of exploitation, as opposed to actively 
partaking in risky behaviours.  
Practitioners need to have increased awareness not only of the presenting 
safeguarding concerns, but also of the potential pathways and destinations 
for children affected by PSM. As one focus group participant outlined, 





24.3- Section summary 
This section has discussed the complexity and severity of the impact of PSM 
on children and how this negative impact on children spans multiple 
‘systems’ as defined by Bronfenbrenner (1986). This research has brought to 
the fore the multi-layered risk factors associated with PSM, and the negative 
impact this has on children’s physical and emotional health and safety. The 
findings from this research evidence the direct connection between children 
living with PSM and contextual safeguarding concerns, as children become 
vulnerable to exploitation and being groomed into gangs as a consequence 
of trying to escape their homelife. The following section will discuss and 
explore the findings from this research relating to the long-term negative 
impact of PSM on a child’s pathway through adolescence and into adulthood.   
24.4- The longevity of exposure to PSM: Towards a 
theoretical understanding  
This research project has shown PSM has a significant impact on the 
emotional and physical safety, and wellbeing, of children. The complex lives 
of children living with PSM requires knowledge and understanding, not just of 
the immediate risk of significant harm, but of the duration and severity of 
exposure to PSM and the long-term impact PSM can have on a child’s 
emotional wellbeing and development.  
This is not to say that all children who experience PSM will suffer from 
negative outcomes in later life. To understand why some children will 
experience negative outcomes, and to understand the concept of longevity, 
in addition to the complexity and severity of PSM, an exploration of 
theoretical models is necessary. An improved theoretical understanding of 
the needs of children living with PSM will serve as the foundation of 
knowledge for the next chapter of this discussion, where a model of practice 




24.4.1- Adverse childhood experiences 
The literature review (chapter 6) presented the findings from the study of 
adverse childhood experiences (ACE’s). The study of ACE’s dates over 30 
years, however, the number of studies has steadily increased with 201 ACE-
related studies conducted up to 2018. The largest increase was between 
2016-2017 with 66 publications (Kelly-Irving and Delpierre, 2019). The 
increase in studies in recent years evidences the popularity of ACE’s and the 
use of it as a ‘buzzword’ in practice (Kelly-Irving and Delpierre, 2019:450). 
The consistency of findings across the study of ACE’s, which evidence the 
connection between childhood adversity/ trauma and ‘chronic disease 
trajectories’ (Kelly-Irving and Delpierre, 2019:450), is important to 
acknowledge but it provides a narrow lens. As outlined in chapter 6.1, the 
ACE narrative does not engage with an understanding of a person’s 
environment, and the impact of social inequalities (Asmussen et al., 2020). 
Kelly-Irving and Delpierre (2019:451) outline the importance of practitioners 
remembering that ACE studies evidence ‘probability’ and are not 
deterministic. ACE’s do not provide an understanding of a person’s individual 
circumstance, their environment, or the impact of experienced adversity 
across a lifespan (Bellis et al., 2017; Ford et al., 2019; Kelly-Irving and 
Delpierre, 2019). 
This research study identifies the need for an understanding of ACEs but 
also the need for an understanding of the systems in which a child lives, as it 
is their wider socio and environmental factors such as poverty, lack of 
community resources, social isolation, and experiencing anti-social 
behaviour that can further compound the negative impact of PSM (Bellis et 
al., 2017; Ford et al., 2019; Kelly-Irving and Delpierre, 2019). Of the risk 
factors experienced by the children who participated in this research (figure 
18, chapter 24.1.3), few are identified as ACE’s. Nonetheless, they were 
severe, enduring, and undoubtedly had a negative impact on the lives of 




24.4.2- Lifespan theory 
This research is framed by Bronfenbrenner’s (1977) ecological systems 
theory, and as this chapter has discussed, children living with PSM 
experience multiple risk factors, across multiple systems. The findings 
presented in part four illustrate that children’s experience of PSM was 
cyclical and often enduring. As chapter 24.2 concluded, the risk factors for 
children living with PSM do not reduce as children grow older, they simply 
change. Therefore, to understand the experiences of children living with 
PSM, and the possible negative outcomes as they enter adulthood, this 
discussion engages with the findings from this research in relation to the 
theory of lifespan development.  
Lifespan development theory suggests that human development can only be 
fully understood if consideration is given to each stage of life. Erikson’s 
theory of development is founded on the principle that human psychological 
development is a series of stages. Dunkel and Sefcek (2009:14) present the 







• Young adulthood 
• Middle adulthood 
• Late adulthood 
 
Erikson’s theory postulates that the early stages influence the outcomes in 
the later stages and, in relation to experienced crises, it is important to 
understand psychosocial development throughout a life span (Dunkel and 




importance of the timing of events in life; this is especially important during a 
child’s teenage years when considering the stresses, a teenager faces in 
terms of high school, exams, puberty, peer groups, and potentially changing 
relationships at home (children becoming more independent and less reliant 
on parents) (Coleman, 2019).  
Coleman (2019) outlines the importance of understanding the needs of 
adolescents who experience multiple and simultaneous life stresses in 
addition to the perceived normal adolescent experiences. Amnie (2018:2) 
also stressed the importance of understanding that the negative impact of 
exposure to abuse and trauma is not ‘limited to childhood years’. The 
negative impact of exposure to trauma in adolescence, and the longevity of 
experienced abuse, can have a profound impact on a child’s emotional 
development through adolescence, as Amnie (2018:2) outlines: 
Adolescents who experience any adversity that threatens their sense 
of safety and security may continue to live with emotional trauma. 
Exposure to trauma in adolescent development could negatively affect 
identity formation, producing a foreshortened sense of the future, poor 
self-cohesion, and peer relationships, as well as causing a regression 
in adult executive functioning.     
It is therefore essential for practitioners supporting older children to have a 
theoretical understanding of both ACE’s and lifespan development in 
considering children’s vulnerability and prioritising their needs. However, 
ACE’s are not an exhaustive list and as this research has shown, children 
who live with PSM experience multiple and severe risk factors, of which not 
all were identified ACE’s.  
As the lifespan development theory suggests, it is the timing, accumulative, 
and simultaneous experience that can lead to further vulnerability (Coleman, 
2019). This is of significance when considering children being at risk of child 




independent, ‘self-governing’, and perceived to have agency and choice in 
risk-taking behaviour (Coleman, 2019). 
The children who participated in this research experienced multiple adversity 
and traumas that spanned multiple systems. The negative impact of PSM 
was not restricted to identified ACE’s, nor did the children experience 
adversity and trauma simultaneously. Their lives were a complex web of risk 
factors which were intertwined, severe, accumulative and enduring.  
24.5- Chapter summary 
This chapter has discussed the findings from this research in reference to the 
first of three research questions: 
1) How do school-aged children (aged 5-16) experience living with a 
parent who misuses substances? 
 
This research has evidenced the harsh reality of the lives of children living 
with parents who misuse substances. The children who participated in this 
research experienced multiple, accumulative, severe, and enduring 
adversity. The complexity of their lives and the identified risk factors were not 
substance-specific; all children experienced multiple adverse childhood 
experiences regardless of whether their parents misused alcohol or misused 
drugs. The experienced adversity was also not age-specific, as both younger 
and older children experienced multiple adversities and risk factors, across 
multiple systems.  
The findings from the focus groups demonstrated that younger children were 
often viewed by practitioners as more vulnerable than older children. This 
research project has illustrated the vulnerabilities for older children living with 
PSM and the need for frontline practitioners not to lose sight of the 
safeguarding needs of older children. The findings also illustrated the stark 
reality for children who live with PSM and their survival strategies to meet 




connection between the risk of contextual safeguarding and the 
vulnerabilities of children living with PSM.  
This chapter has also explored PSM in relation to existing theory and 
concluded that the experiences of children living with PSM are complex. It is 
therefore important that PSM is not considered just as an ACE, but that the 
experiences of children are understood from the perspective of ecological 
systems and lifespan development theory; as it is not just the severity of a 
risk factor, but the timing and accumulation of risk across a life span which 
need to be understood. 
This is not to claim that the destination for children living with PSM is 
predetermined, or that all children affected by PSM will experience negative 
outcomes in later life. In order to understand what a child needs to mitigate 
the negative outcomes of PSM, and to support children not simply to survive 
but to thrive, the following chapter will seek to answer the second research 





Understanding the support needs of, and protective 
factors for, children living with parents who misuse 
substances 
 
The key focus of this chapter is the proposal of a new model of practice. This 
model proposes the minimum requirements for an intervention, which 
meaningfully responds to the needs of children living with PSM. The model of 
practice illustrates the need for change in practice, and provides a clear 
approach for a new way of working that appropriately reflects the needs of 
children living with PSM. 
The model takes into consideration the identified risk factors presented within 
this research project’s three data sets (literature review, creative interviews 
and focus groups) illustrating the harsh, and, sometimes enduring reality for 
children living with PSM. While the harsh reality and the associated risks of 
PSM should not be shied away from, it is also important to acknowledge that 
for some children, different outcomes may be possible and not all children 
are adversely affected by PSM (Velleman and Templeton, 2016). 
This chapter will critically engage with existing literature and the findings from 
this research to provide a new depth of understanding of the needs of 
children living with PSM. By understanding what children need to feel safe 
and supported, from their perspectives, this chapter explores the quality and 
availability of protective factors and will answer the second research 
question: 
• What do children need in order to promote and strengthen their 
emotional resilience and enable them, when appropriate, to live safely 






The chosen themes for discussion are guided by ecological systems theory 
and will explore the everyday interactions, relationships, trusted adults, and 
wider support networks which contribute to keeping children emotionally and 
physically safe. The findings from this research have drawn attention to the 
notion of resilience in children. This chapter will conclude by critically 
engaging with the existing literature on resilience and discuss the 
appropriateness of this concept when considering the needs of children living 
with PSM.  
 
The themes presented for discussion are: 
• Child’s meso- and exosystem: Community level protective factors 
• Child’s microsystem: Individual level protective factors 





25.1- A child’s meso- and exosystem: Community level 
protective factors 
 
The existing models of practice outlined in the literature review (chapter 7.4) 
do not meet the needs of children living with PSM. In relation to an 
understanding of the life span and ecological systems theory, models of 
practice which are time-limited contradict the findings presented in this 
research project. Nor do they give consideration to an understanding of risk, 
and protective factors, and the need for practitioners to have the time to build 
trust due to familial secrecy and children’s loyalty to their parents.  
By paying attention to the voices of children, this thesis bridges the gap 
between research and practice, by proposing a model informed by children, 
for children. In support of the children’s voice and their need to have trusted 
adults outside of their family, focus group participants also shared their view 
that children need time to learn to trust adults. Focus group participants also 
expressed their view that children living with PSM needed support in their 
own right, as all too often from their practice experience, a whole family 
approach meant the voices of children were lost. 
In chapter 7.4 of the literature review, examples of practice within the UK in 
response to children living with PSM were presented. The literature review 
summarised key limitations to existing models; these included provisions for 
children being time-limited, aligned to adult substance treatment services, 
and dependent on their parent’s engagement. The exploration of existing 
models of practice also found that services for children living with PSM were 
predominantly aligned to statutory intervention, crisis intervention and care 
proceedings. 
This research has illustrated that children living with PSM experience 
multiple risk factors and are therefore in need of multiple protective factors to 




in this research illustrated their need to feel connected within their 
communities and to have adults who they can trust.  
In considering what a model of practice means, Stanley (2019: accessed 
online) suggests it is: 
[…] a particular way of, or approach to, working with children and 
families. It is values-based and, when successful, transformative […] 
When it’s done carefully and well, innovation moves social work 
forward and that leads to better decision-making and more impactful 
direct work with children and families. 
Stanley (2019) also outlines that new models must reflect and respond to the 
presenting challenges for children and their families, and that any model of 
practice maintains a continuous focus on children, to enable them to thrive. 
In response to the findings from this research, and the existing challenges 
due to interventions which do not meaningfully respond to the needs of 
children living with PSM, this research proposes a new model of practice. 
The model presented in figure 19 below, is informed by the firm narrative 
from children and professionals that children living with PSM need trusted 






Figure 19 Proposed model of practice in response to the needs of children 
living with PSM 
 
This model of practice needs to align within the structure of early intervention 
services within the community and not with statutory social care or schools. 
As the findings from this research illustrated, school was not always a safe 
place for children, and a community-based intervention would ensure that 
children who were not in education could be reached.  
The model is underpinned by key principles of child-centred practice. O’Reilly 
and Dolan (2016) identify those key principles as being: 
• a child’s right to participate 
• children need to be listened to  
• practitioners spending time with children and utilising age-appropriate 




• providing a child-friendly environment 
• ensuring the voice of children is central to decision-making  
 
The model proposes the key minimum requirements of specialist services for 
children living with PSM (figure 19). These include children having the 
opportunity to meet other children with similar experiences, and to reduce 
stigma, shame, and social isolation. As both children and focus group 
participants raised the issue of delayed responses from specialist mental 
health services, the model also sets out the need for improved pathways for 
access to these. 
The principles and delivery of this model would be determined by local 
authorities, in terms of whether they were provided internally or externally-
commissioned. The challenge for local authorities to implement this model of 
practice and respond to the needs of children living with PSM, given the 
current economic climate, is unprecedented. This is discussed further in 
chapter 26 in response to this research study’s third and final research 
question. 
This model of practice is underpinned by a clear ethos that children living 
with PSM need to be connected to trusted adults. The following section 
explores the value of connectedness and trusted adults in more detail. 
 
25.1.1- The need for connectedness and trusted adults 
This research has shown the significant role of positive adult relationships in 
a child’s life when they are growing up and living with PSM, highlighting the 
need for children to have nurturing relationships in preventing the harmful 
effects of PSM.  
The children who participated in this research had a shared consensus that 
positive relationships with adults were needed. They all shared that they 
needed to have somebody to talk to, have somebody to help them in a crisis, 




nurtured, to have somebody rooting for their success and for children to have 
opportunities to talk outside of their family home, was shared by focus group 
participants. Chapters five and seven of the literature review outlined the 
findings from research specific to PSM, and of the social isolation and heavy 
burden of secrecy that children living with PSM can experience. The findings 
from this research illustrate the need for children to have trusted adults they 
can confide in, and the importance of trusted adults both within and outside 
of the family.  
Existing literature identifies the power of relationships in mitigating the 
harmful effects of childhood adversity, as (Merrick 2017: 17) outlines: 
Developing safe, stable, nurturing relationships and fostering positive 
environments can play a key role in preventing early adverse 
experiences and overcoming the harmful effects of early adversity.  
Being able to trust and confide in adults may not always be easy for children. 
As this research project has highlighted, children are often burdened with the 
pressure and responsibility to keep their parent’s substance misuse a secret. 
Often, this secret is maintained through fear of the consequences; as focus 
group participants described, children were often repeatedly told by their 
parents not to trust professionals, especially social workers.  
Meltzer et al. (2018:576) defines trusted adults as ‘someone other than the 
young person’s parents’. Relationships with trusted adults can occur across 
a child’s ecological systems, extending their network of relationships from 
their microsystem to their meso- and exosystems (Meltzer et al., 2018). For a 
child to trust, the trusted adult needs to be somebody whom the child is 
‘willing to be vulnerable with’, ‘willing to rely on’, and there needs to be a 
belief by the child that their trusted adult will protect them (Meltzer et 
al.,2018).  
Meltzer et al. (2018:577) also suggested that trusted adults are adults whom 
children have ‘independently chosen to trust’ rather than adults who are in 




trusted adults can occur in a child’s natural networks (e.g. family friends). 
However, trusted adults can also be professionals who are not in a formal 
role, such as a teacher or statutory social worker and with whom the child 
has developed a ‘chosen trusted rapport’ (Meltzer et al., 2018:577).  
Given the depth of understanding this research has presented in relation to 
the importance of relationships, it is important to note here the concept of 
connectedness. Although this concept is widely researched in child and 
adolescent psychology (Barber and Schluterman, 2008), it is not a concept 
that has been adopted within literature relating to PSM. Barber and 
Schluterman (2008:213) refer to their previous studies and outline their 
definition of connectedness as: 
[…] a tie between the child and significant other persons (groups or 
institutions) that provides a sense of belonging, an absence of 
aloneness, a perceived bond. Depending on the intimacy of the 
context, this connection is produced by different levels, degrees or 
combinations of consistent, positive, predictable, loving, supportive, 
devoted, and/or affectionate interaction. 
The definition of connectedness within the literature illustrates the 
importance of children being connected to adults. It is this connectedness 
that is perceived as serving as a significant protective factor for children 
experiencing adversity (Resnick et al., 1993; Resnick, 2000; Foster et al., 
2017). Resnick (2000:158) stresses the need for children to be connected 
and that this connectedness is absolutely ‘salient as a protective factor’ to 
mitigate the negative impact of adversity, especially in adolescents who are 
at risk of internalising and externalising problem behaviours. The concept of 
connectedness provides a construct for the importance of relationships not 
just within a child’s family (microsystem) but within their wider networks 
(meso- and exosystem).  
The need for connectedness within multiple ecological systems is especially 




children’s social focus moves away from their family and they ‘begin to 
immerse in ever-widening circles of interaction’ (Thompson et al., 2018:109; 
Meltzer et al., 2018). The role of connectedness for older children links to the 
findings in this research relating to the risk of contextual safeguarding issues 
(focus group findings, chapters 19-21).  
Foster et al., (2017:329) outline the ‘structural’ inequalities that children 
exposed to risk and adversity face outside of their families, due to poorly 
resourced neighbourhoods, schools, and community outsources, and 
exposure to ‘community violence’. As well as understanding the needs of 
children living with PSM across multiple systems, it is paramount that the 
needs of children living with PSM are understood from a life span theoretical 
perspective. As the findings from the focus groups illustrated, the needs of 
children living with PSM do not reduce as they get older, they simply change. 
The importance of children’s connectedness to trusted adults is recognised 
in a report by the Early Intervention Foundation (EIF) which was 
commissioned by the Home Office (EIF, 2018). The report sought to review 
the role of trusted relationships for children who are vulnerable to child 
sexual exploitation or child sexual abuse, and how those relationships could 
be enabled in public sector services (EIF, 2018). The report presents key 
findings highlighting the role that trusted adults play in supporting children to 
‘avoid risky situations’, ‘stress-buffering: helping them to overcome adverse 
circumstances’, and preventing negative life outcomes for children 
(EIF,2018).  
As well as outlining the importance of trusted relationships, the report 
outlined the need for children to have time to build trust, and for 
professionals to allow time to truly listen to children (EIF, 2018). Similarly, 
Asmussen et al. (2020:4) suggest there needs to be a strong workforce to 
respond to the needs of children and their families experiencing adversity, 
with time to build trusting relationships, as there is no ‘quick fix’. Although the 
report does not extend to the needs of children living with PSM, there is a 




and I argue that this should extend to children who live with PSM, because 
as EIF (2018:15) outlines: 
Without learning how to form a positive relationship there is a danger 
that a child may reach adulthood unable to trust anybody, which could 
have a lasting impact on their lives […] it is as important for a child to 
feel able to discuss a concern at school (at the universal end of the 
spectrum) as it is for them to be able to talk through more complex 
needs and problems with a specialist service provider. 
The findings from this research illustrate the importance of trusted adults to 
support and respond to the needs of children living with PSM. Children 
identified the importance of having somebody they trusted to talk to, and 
having a specialist keyworker who could be there for them until they felt safe. 
Focus group participants echoed the need for children living with PSM to 
have trusted adults in their lives emphasising the need for practitioners to 
have the time to invest and gain a child’s trust. Sometimes simply taking a 
child for a game of pool, or for something to eat, was something focus group 
participants felt was imperative to relationship building and gave children 
who had experienced emotional and physical neglect, a feeling of care, 
warmth and nurture.  
Focus group participants also recognised the structural difficulties especially 
for statutory social workers, as time to invest in relationship building was not 
something they had the luxury of. A report commissioned by the Department 
for Education identified this difficulty and outlined that one of the key reasons 
social workers left the profession was due to the lack of time to spend with 
children (Johnson et al., 2019). This finding supports the message for 






25.2- Section summary 
The research has drawn attention to the limitations of existing models of 
practice which do not meaningfully engage with or appropriately respond to 
the needs of children living with PSM. Through attention to the voices of the 
children who participated in this research and their firm narrative of the 
importance of trusted adults, this section has presented a new model of 
practice. The model proposes the minimum requirements for an intervention 
to meaningfully support children living with PSM. The model which is 
informed by children, for children, is not time-limited and not reliant on 
parental engagement.  
This section has highlighted that existing literature relating to the importance 
of connectedness and trusted adults does not include the needs of children 
living with PSM. This research has extended the findings from existing 
literature illustrating the need for children living with PSM to have connected 
trusted adults within their family and from their wider community networks. 
The children and focus group participants shared a firm narrative that 
children living with PSM need professionals they can trust, and that their 
microsystem support network alone, is not enough to act as a buffer against 
the negative impact of PSM. The following section critically explores, the 





25.3- A child’s microsystem: Individual level protective 
factors 
The findings from this research identified that despite their prolonged 
exposure to, and the negative impact of PSM, many children continued to 
strive to achieve in school and maintained an ambition and hope for a 
successful future. This ongoing success has been partially explained by the 
presence of individual level protective factors in their lives, including personal 
characteristics and traits, including personality traits (Afifi and MacMillan, 
2011). Individual protective factors such as personality traits may include 
having an easy temperament and being able to ‘elicit positive attention from 
family and others’ (Sattler and Font, 2018:105).  
The findings from this research also illustrate that the needs of children living 
with PSM are multiple, and personal characteristics are not enough to buffer 
children from the negative impact of severe and enduring risk factors. As 
Bronfenbrenner’s (1977,1986) ecological systems theory suggests, it is the 
influence of multiple systems which can determine a child’s psychological 
development, but it is the presence of a robust support network, not just 
individual character traits, which is the most important attribute for stability 
and a child’s positive psychological health and wellbeing.  
The voices of children were central to this research project, in seeking to 
understand their support needs and the role of relationships which may act 
as a buffer to mitigate the negative impact of PSM. Their support networks 
varied greatly both in terms of the availability of support from trusted adults, 
but also in the quality of their support network. Kit, Rowan, Charlie and 
Taylor all shared their experience of having a parent who did not misuse 
substances. For Kit, Rowan and Charlie, this meant they were able to call 
upon that parent for practical and emotional support in times of crisis. Having 
a parent who didn’t misuse substances appeared to be a much-needed 
lifeline for many of the child participants. Similarly, focus group participants 
identified strong child-parent relationship and parental warmth as important 




adversity. Focus group participants also highlighted how a child needs to 
receive nurture from within their family, but also from their wider support 
networks.  
25.3.1- Parental warmth and nurture  
The findings from this research illustrated that children did not consistently 
experience parental warmth; this was due to unpredictable cycles of PSM 
and absent parenting. When children were not able to rely on their parents 
for their emotional needs to be met, they needed a wider support network 
and trusted adults who could respond to their presenting needs. 
Understanding the needs of children living with PSM in relation to parental 
warmth is also significant when considering the risk of contextual 
safeguarding. This research has illustrated that children living with PSM are 
at increased risk of exploitation when their emotional needs are unmet at 
home. 
Literature relating to resilience and protective factors identifies nurturing 
parenting, and warm and supportive relationships within a child’s immediate 
family, as imperative for ‘normative development (Afifi and MacMillan, 2011; 
Sattler and Font, 2017:105). In reference to parental warmth, Rothenberg et 
al. (2020:837) explain the concept in relation to the ‘acceptance-rejection 
theory’, and posit that ‘humans have developed the need for warmth from 
their caregivers’ and experiencing parental warmth may serve as a ‘universal 
protective factor’ for children. Their international study, across 12 countries 
including the USA, Kenya, China and European countries (not the UK), 
explored the connections between parental warmth and children 
externalising and internalising behaviours. The study included 1,298 children 
aged 8 to 14, recruited through schools, who completed a youth self-report 
behaviour checklist, and their parents who completed a parental acceptance-
rejection/control questionnaire. The findings from the study concluded that 
parental warmth protects against the ‘emergence’ of children internalising 
and externalising behaviour (Rothenberg et al., 2020:848). The study 




positive emotional and behavioural development. However, the study is 
limited in that it does not provide insight into the needs of children who 
experience significant trauma, or suggest whether, in the absence of parental 
warmth, other family members can step in to fill this void. 
A smaller scale study in the USA by Suchman et al. (2007) adopted similar 
methods (questionnaires) to Rothenberg’s et al., (2020), and was specific to 
PSM. The study explored parental control and parental warmth among 98 
mothers and their children (Suchman et al., 2007). The authors defined 
parental control in relation to parental supervision and parents exercising 
decisions and rules for their children. Parental warmth was characterised as 
an ‘expression of interest in children’s activities’, and an ‘expression of 
enthusiasm and praise for children’s accomplishments and demonstration of 
affection and love’ (Suchman et al., 2007: 2). The findings concluded that 
parental control was associated with children having fewer behavioural 
problems, and being able to form positive relationships with peers and their 
teachers. Parental warmth was found to be ‘critical to children’s 
psychological and emotional wellbeing’ (Suchman et al., 2007:8).  
The notion of warmth within a child-parent relationship is of significant 
importance, especially for children during adolescence. As Benson and Elder 
(2011) suggest, adolescence is a time that can be associated with added 
distress due to puberty, and so having a parental relationship consisting of 
high warmth can be a valued source of protection.  
Bronfenbrenner (1977) argues that the needs of a child should be considered 
in relation to life span theory, as a child’s needs change over time. Darling 
(2007:209) outlines the importance not only of a child-parent relationship but 
of ‘parental monitoring’ and a parent’s knowledge of their child’s behaviour. It 
is ‘parental monitoring’ that is viewed as a significant protective factor and 
predicator of positive child development (Darling, 2007). This is especially 
important in considering Bronfenbrenner’s view of the need to understand 
children’s needs across a lifespan, and the connections between PSM and 




Existing research, regarding familial relationships in relation to protective 
factors and resilience (Afifi and MacMillan, 2011; Sattler and Font, 2017), or 
research specific to parent-child relationships and a child’s need for 
emotional warmth (Rothernberg et al., 2020; Suchman et al., 2007), has 
failed to explore the specific needs of children who experience the 
perpetuating cycle of PSM. The existing literature does not engage with the 
fact that children’s experience of PSM is not static. As such, this research is 
unique in its exploration of, and endeavour to understand, the needs of 
children who live with PSM from their perspective.  
25.3.2- Quality and availability of familial relationships  
This research has illustrated the complex nature of PSM and the continuing 
cycle of ‘ups and downs’ experienced by children, dependent on the severity 
of their parent’s substance misuse. The children who participated in this 
research shared emotive reflections of worrying about changes in their 
parent’s behaviour and their need for other trusted adults to step up and 
provide emotional and practical support.  
This research also illustrated that although on the surface children may 
appear to have robust family support networks, this was not always the case. 
Due to family conflict, parental separation and family members no longer 
being emotionally or physically available, children’s support networks were 
not always a source of comfort and protection. For frontline practitioners it is 
therefore imperative that protective factors are understood from a child’s 
perspective and explored both in terms of availability and quality. In support 
of this message for practice, Misca and Smith (2014:162) conclude: 
…it is the quality of a child’s home environment and their 
relationships with parents (whether parents live together or not) which 
provide a key factor for the healthy adjustment, development and 
wellbeing of children. 
For children living with PSM, life is complex and as such, their risk and 




Risk factors need to be appreciated by practitioners in greater depth by 
understanding the severity of a child’s exposure to PSM and the 
accumulation of risk factors over time. Protective factors also need to be 
understood in greater depth and practitioners need to know, from a child’s 
perspective, what their protective factors are, as well as the quality, and 
availability of those protective factors, as illustrated in figure 20 below. 
Further, this chapter has shown the importance of understanding a child’s 




Figure 20 Understanding the complexity of risk and protective factors for children 
living with PSM 
 
Many of the children who participated in this research shared their reflections 
of the importance of their grandparents in providing much-needed comfort, 
warmth, and practical support in times of need. Focus group participants also 
shared their experience in frontline practice of the value of grandparents in 
supporting children and their families where PSM was a safeguarding 




including parents and grandparents, were key in providing protection for 
children, but these relationships were also complicated.  
PSM is identified as being a significant factor in grandparents becoming 
involved in caring for their grandchildren, either part- or full-time (Templeton, 
2012). The complex nature of PSM often results in grandparents facing 
significant challenges in navigating how involved they should be, in terms of 
whether taking on additional care of their grandchildren either helps or 
hinders the ability of their own child (the parent) to address their substance 
misuse. The experienced emotional turmoil for grandparents is evident in the 
study by Templeton (2012:13) who concluded that grandparents have ‘dual 
identities, as a parent and a grandparent’, which often resulted in children 
being at the centre of family conflict.  
The importance of family relationships and especially the role of 
grandparents in providing comfort, warmth, and care to children living with 
PSM in times of need, is invaluable. Focus group participants raised the 
issue of children needing a safe place to be when their circumstance at 
home became too unpredictable and dangerous. As outlined by Templeton 
(2012), PSM is often a significant factor in grandparents needing to care for 
their grandchildren either full- or part-time.  
The need for children to have a safe place in times of increased risk is a 
valued protective factor, yet if a children’s grandparents live in rented 
accommodation and are not formal kinship carers this raises the possible 
issue of financial hardship. In April 2013, the UK government’s choice to 
implement austerity measures continued in the form of the ‘removal of the 
spare room subsidy’, also known as the ‘bedroom tax’ (Moffat et al., 
2016:197). This controversial reform on social housing meant that those in 
receipt of housing benefit suddenly found themselves with a significant 
reduction in their income if they were living in a property that was deemed 




This is a clear example of how a child’s macrosystem impacts on their 
microsystem; in this case, a family who are not home owners may be unable 
to provide practical support by way of children staying overnight, for a 
sustained period of time, due to the impact of austerity measures. 
Grandparents who are not providing full-time care for their grandchildren 
under a formal care arrangement would fall victim to the bedroom tax if they 
had a spare bedroom. Whereas, a child whose family members are home-
owners would not need to worry about the bedroom tax or have to downsize 
for having a spare bedroom. This evidences the widening gap in inequality in 
the UK and how children living with PSM are negatively impacted by multiple 
factors across multiple systems. 
This research has demonstrated that children who are living with PSM need 
multiple protective factors within their micro, meso and exosystem. Multiple 
protective factors are needed to act as buffers for children, especially in 
times of crisis and to account for their unpredictable homelife. A child’s 
microsystem alone is not enough to act as a buffer to mitigate the negative 
impact of PSM and, as figure 21 below illustrates, a child needs multiple 
protective factors across multiple systems. Not all of the children who 
participated in this research experienced multiple protective factors and all of 










25.4- Section summary 
This section has critically discussed the protective factors for children living 
with PSM in relation to their microsystems. This research has shown that the 
lives of children living with parents who misuse substances can be 
unpredictable and PSM is experienced within a perpetuating cycle of ups and 
downs. Though the quality and availability of protective factors within a 
child’s microsystem are important, this research has highlighted that a child’s 
microsystem alone is not enough to buffer against the negative impact of 
PSM.  
The existing literature evidences the need for children to experience parental 
warmth and nurturing familial relationships, to support healthy development 
and wellbeing. Despite the knowledge of the positive impact of warmth and 
nurturing relationships for children, the existing literature does not include the 
experiences of children living with PSM.  
Children who experience PSM need multiple protective factors within their 
micro-, meso-, and exosystems. If the focus in practice was solely on a 
child’s microsystem, there is a real risk that the responsibility to cope would 
fall onto the shoulders of children, when instead the focus needs to be on 
building protective factors for children across all their systems. When 
discussing the importance of protective factors, the notion of resilience is 
inextricably linked. The following section critically engages with the notion of 
resilience and explores whether this is an appropriate concept when 




25.5- Understanding the concept of resilience for children 
living with PSM 
Despite the existence of Bronfenbrenner’s ecological systems theory, and 
knowledge of how an individual is located within a ‘nested arrangement of 
structures’ and how those structures or systems influence human 
development across a life span (Bronfenbrenner, 1977:514), literature does 
not always engage with the ‘full utility of resilience’ (Shaw et al.,2016:36). 
The body of literature relating to resilience is predominantly from the USA 
and Australia (Sattler and Font, 2018).  
The absence of literature regarding resilience from the UK that encompasses 
the ecological systems theory, has resulted in a gap in knowledge relating to 
the current socio-economic and political environment. This research, though 
a small-scale study, has contributed to reducing this gap in knowledge by 
providing original findings which illustrate the complex needs of children 
living with PSM. As the previous section illustrated, the needs of children 
living with PSM go beyond their microsystems. Using ecological systems 
theory, this research has shown how a child’s systems interact to both 
exacerbate risk factors and mitigate the impact of PSM.  
The children who participated in this research had endured multiple cycles of 
PSM. They had adopted roles above and beyond the expectations of 
children their age. Charlie described their caring role and having to be ‘a bit 
adult’ when their mum repeatedly did not return home due to alcohol misuse; 
their perceived maturity could be viewed as resilience. Roux and Cody had 
experienced significant trauma due to witnessing threats of violence. Despite 
their adversity, they were keen to be back in school and receive help with 
their homework; though it is possible they craved routine and the safety of 
the school routine, they could also be perceived as resilient children. Quinn’s 
ability to adapt and develop strategies at home, such as storing food in their 
bedroom when it was too dangerous to venture downstairs, could be viewed 




isolation at home before receiving specialist support meant they had felt 
there was no other way to cope than self-harming. Given the definitions of 
resilience (chapter 7), by self-harming Taylor did not demonstrate resilient 
behaviour. Yet this appears unfair, as for Taylor self-harming was their 
survival strategy at that time. Arguably, a more accurate assessment of all 
the children’s responses to adversity was that of a strategy of survival.  
Rutter (2007) outlines that there is a vast diversity in relation to outcomes for 
people who have experienced adversity. It is this diversity which has led to 
the notion of resilience, and the phenomenon of why some individuals have 
good outcomes, despite experiencing adversity (Rutter, 2007). To 
understand the needs of children living with PSM, and the role of protective 
factors in mitigating the impact of PSM, the concept of resilience is an 
important point of discussion.  
To date, the resilience narrative has largely focused on individual 
characteristics, with certain traits such as ‘intelligence, hardiness, sociability, 
grit, and optimism’ identified as protective factors that can contribute to a 
person’s ability to overcome ‘challenging circumstances’ (Shaw et al., 
2016:34). The focus on individual traits turns attention away from the 
systems in which an individual lives, and fails to acknowledge the ‘structures 
that can either exacerbate adversity or support success’ (Shaw et al., 
2016:35). The study of resilience has also predominantly focussed on the 
importance of an individual’s microsystem and family cohesion as a 
significant protective factor (Afifi and MacMillan, 2011).  
The tendency for resilience to be focussed towards an individual’s behaviour 
engages with a narrative that children choose to engage in negative 
behaviours (chapter 23), as opposed to victims of adversity and trauma. This 
individualised focus also places the responsibility on children to navigate 
their difficult circumstance to avoid negative outcomes. This can be found in 
a study by Howell et al., (2010:150) which examined why some pre-school- 
aged children who were exposed to ‘intimate partner violence’ were more 




between four and six years old, investigated over a two-year period; the 
research did not include the voices of children. The study concluded by 
outlining that a child’s resilience was largely dependent on being exposed to 
less severe violence and that this correlated with a child’s ability to regulate 
their emotions and have fewer ‘maladaptive behaviours’ (Howell et 
al.,2010:150). The language used in this report such as ‘better cope’ and 
‘emotional regulation’ (Howell et al., 2010:161) suggest it is a child’s 
responsibility to emotionally self-regulate and to be resilient. Howell et al. 
(2010) also fail to engage with the specific needs of children from their 
perspective. 
Reducing resilience to an individual trait fails to engage with structural 
inequalities and portrays a message that it is a child’s responsibility to be 
(and become) resilient, instead of the narrative being based upon building 
resilience systems for children. The impact of this narrative for children is 
outlined by Shaw et al. (2016:36): 
[…] when an individual is not successful in beating the odds, his or her 
failure can reinforce the structural and intrapsychic message that he 
or she truly is just “not good enough” 
Understanding the concept of resilience across multiple systems is important 
as children can be found to be resilient within a ‘single domain’, but when 
‘assessing resilience over multiple domains’ they are found to be less 
resilient (Sattler and Font, 2018:105). Existing literature regarding resilience 
has also failed to engage with the specific needs of children living with PSM, 
as literature has predominantly focused on protective factors, and resilience 
relating to children’s exposure to domestic abuse (Howell et al., 2010: 
Kitzmann et al., 2003).  
The current literature relating to resilience demonstrates a failure to 
acknowledge the environmental and social factors interacting in a child’s life, 
and places the responsibility for their situation on children themselves, 




extreme and enduring adversity may not be resilient, but this is by no means 
their fault. Perhaps the focus needs to be on preventing the cumulative risk 
and promoting protective systems when considering the outcomes in later life 
for children. As Ungar et al. (2013) outlines; 
[…] changing the odds stacked against the individual contributes far 
more to changes in outcomes than the capacity of individuals 
themselves to change (Ungar et al., 2013:357). 
The concept of resilience requires caution, especially in practice, when 
practitioners are assessing the risk of harm and a child’s protective factors. 
Though a helpful term when considering the emotional wellbeing of a child 
who has experienced everyday difficulties, such as a tough day in school, or 
a fall out with a friend, resilience is not an appropriate attribute to ascribe to a 
child who has suffered multiple, prolonged abuse and trauma. 
25.6- Section summary  
This section has outlined that the concept of resilience within the existing 
body of literature has predominantly centred on research relating to children 
who have been exposed to domestic abuse. Further, research regarding 
resilience has tended to focus on individual traits, resulting in a gap in 
research and a failure to acknowledge the significance of multiple protective 
factors that extend beyond a child’s microsystem. This research has bridged 
this gap by presenting empirical findings that evidence the need for children 
to have multiple protective factors both within their microsystems, and across 
their meso and exosystems.  
This section has presented a challenge to the existing literature on resilience 
and suggested that resilience is not an appropriate concept to ascribe to a 
child who has suffered significant trauma. This research has illustrated that 
adopting the term ‘resilience’ in practice requires caution. Children living with 
PSM not only need multiple protective factors but resilient systems to 




25.7- Chapter summary 
Through a discussion of the findings from this research, and with special 
attention to the children’s narrative, this chapter has presented a proposed 
model of practice in response to the needs of children living with PSM. The 
findings from this research have shown that children’s experiences of living 
with PSM are all unique. Responses in practice to the needs of these 
children therefore need to be tailored. Practitioners need to consider and 
understand risk factors in terms of severity and longevity, and protective 
factors need to be considered in terms of their quality, availability and 
appropriateness. 
The impact of PSM and whether it is safe for a child to remain in the care of 
their parents, is potentially a life-changing decision for both child and parent, 
and requires thorough and in-depth understanding by practitioners of the 
reality of children’s lives. Above all, children’s voices need to be heard. The 
message for practice is clear; just because a child is not showing signs of 
distress, or of being involved in risk-taking behaviour, does not mean that 
they are not experiencing the negative consequences of living with a parent 
who misuses substances. 
This chapter has highlighted the needs of children living with PSM and 
outlined the importance of having multiple protective factors. Within a child’s 
microsystem, the importance of parental warmth and parental involvement to 
nurture, guide, and support positive mental health in children was outlined. 
Though microsystem-level protective factors are important, this research has 
shown that they are not enough to act as a buffer for children, against the 
negative impact of PSM. In addition to parental warmth and familial support, 
this chapter has discussed the need for children to be connected to trusted 
adults. It is this connectedness to trusted adults for children living with PSM 
that serves as a significant protective factor.  
Though absent in PSM literature, this chapter has drawn attention to the 




illustrated the need for children to have trusted adults who can demonstrate 
consistent warmth and care, both within their family and from wider networks, 
to mitigate the negative impact of PSM. The importance of positive 
relationships to empower children to feel they have choices, dreams for their 
future, achieve academic success, and to feel understood and cared for, is 
crucial in lessening the burden of PSM on children.  
This research has evidenced the need for the quality and availability of 
identified protective factors and relationships to be understood. Children 
living with PSM need trusted adults outside of their family. This is especially 
true when considering the needs of older children, and the very real 
possibility of children being at risk of sexual and criminal exploitation.  
In light of the findings from this research regarding the complexity and 
severity of risk factors experienced by children living with PSM, the use of 
the term ‘resilience’ in practice was challenged. Though an important 
concept to understand, this chapter has argued that resilience is not an 
appropriate term to ascribe to a child who has experienced prolonged abuse 
and trauma. In response, the narrative in practice needs to change and move 
towards an improved understanding of preventing risk factors and promoting 
positive protective systems for children. 
Despite the accumulating body of knowledge regarding the negative impact 
of PSM on a child’s emotional and physical health, as outlined throughout 
this thesis, children living with PSM do not receive the necessary responses 
from policy and practice. The following chapter will discuss the systemic 
failings in response to the needs of children living with PSM, and discuss the 





Understanding the systemic changes required to 
respond to the needs of children living with PSM 
The findings drawn from the literature review, and the focus groups with 
frontline professionals, illustrate that children living with PSM are ill-served in 
many ways, particularly through inadequate service provision, and 
inadequate practitioner training and knowledge.  
The key focus of this chapter is a proposed new training model which will 
improve practitioners’ skills in assessing and responding to the needs of 
children living with PSM. It draws on this study’s research findings, and is 
designed to support practitioners to identify children living with PSM and 
appropriately assess risk and protective factors, to inform an analysis of 
need and intervention. This training model will equip practitioners with the 
necessary knowledge to enable families to stay together where appropriate, 
or enable informed and timely decisions for permanence when this is not 
possible. In addition to practitioner knowledge and training, further 
exosystem-level failings will be discussed in relation to changes in adult 
substance misuse treatment provisions, and the negative impact this has on 
parents with complex needs and their children.  
Set against a backdrop of over a decade of austerity measures, this 
discussion chapter will also draw attention to the macrosystem-level failures 
which further compound the negative impact of PSM on the lives of children 
This final chapter will therefore answer the third research question posed at 
the start of this research: 
• From the perspective of professionals, what changes are considered 
to be necessary in relation to legislation, policy, training and practice 




Framed by Bronfenbrenner’s (1977) ecological systems theory, this chapter 
will discuss the findings from this research in relation to the exosystem and 
the macrosystem, and show how these systems interconnect. As illustrated 
in figure 22 below, the deep-rooted systemic failures in response to PSM 
have to be addressed across every system if sustained change is to be seen.  
 
Figure 22 - Systemic failure in response to the needs of children living with PSM 
 
The following sections will further discuss these system levels and the 
importance of considering each system level’s impact on children living with 
PSM. 
 
Child living with PSM
Microsystem
Mesosystem
Specialist service provision for children living with PSM. (Not time limited)
Interaction between specialist service provision for children living with PSM and adult 
substance misuse service provision.
Exosystem
PSM training and improved pathways 
between adults' and children's services
Substance misuse support for parents
Macrosystem




26.1- Training needs of frontline professionals in responding 
to the needs of children living with PSM (exosystem level)  
The findings presented in this research project from professionals working in 
education, early intervention services, and children’s social care, identified a 
firm narrative that professionals are ill-equipped to respond to the needs of 
children living with PSM. If children living with PSM are to be reached and 
supported at an earlier level, all frontline practitioners across the children’s 
workforce need to have access to appropriate quality training. This new 
model of training should be delivered as part of every local authority’s 
workforce development service, to equip frontline practitioners with the 
knowledge for earlier identification of children living with PSM and improved 
assessment of risk.  
This research has identified the exosystem failure of inadequate PSM 
training for frontline professionals. Informed by the findings from this 
research, the model below (figure 23) proposes the minimum requirements 







Impact on parenting capacity 
• Frequency of use 
• Quantity of use 
• Poly substance misuse 
• Impact on parental behaviour 
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What is the substance? 
• Presentation when under the 
influence 
• Associated risk factors 
• Associated paraphernalia 
 
Direct impact on children 
• Identifying risk factors 
• Understanding risk factors in 
terms of Cumulative/ Severity/ 
Longevity 
 
Communication skills to 
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• Deliver basic harm reduction 
• Support parents to access 
treatment services 
Understanding children’s needs; 
• Protective factors- quality/ 
availability 
• Associated with stages of child 
development 












As evidenced from the findings with focus groups, participants within all three 
sectors of a children’s workforce had differing levels of knowledge which 
meant children and their families were not receiving consistent responses 
from practitioners. Without adequate training, participants felt unable to 
appropriately assess safeguarding concerns, unable to talk to parents about 
their concerns and, worryingly, participants felt unable to talk to children 
about their experiences of PSM. As we heard from children who participated 
in this research, they all valued having a trusted professional they could talk 
to an confide in. 
What this model illustrates is that without knowledge of substances, 
understanding risk and protective factors, being trauma informed, and 
without the knowledge and practice skills to communicate with parents and 
children, practitioners will not be able to respond effectively and confidently 
to the needs to children living with PSM. Improving practitioner confidence in 
the assessment of risk, will enable the needs and protective factors of 
children living with PSM to be understood. This improved understanding will 
enable practitioners to identify children living with PSM who are in need of 
support before the point of severity.  
The failure to equip practitioners with the knowledge and practice skills to 
support adults misusing substances, and to respond to the needs of children 
living with PSM, is both systemic and longstanding (Galvani, 2017). The 
need for training to equip practitioners with the knowledge to assess and 
respond to the needs of children living with PSM at the earliest opportunity is 
also evident in the findings from serious case reviews (chapter 4.5).  
The eighth consecutive report examining SCR’s in England was published in 
2020; as with the seven preceding reports, PSM features heavily in the 
complexity and cumulative harm children had suffered (Brandon et al., 2020). 
The 2020 report illustrated recurring themes, notably the combination of risk 
factors such as parental mental ill-health, domestic abuse, and PSM. A 




and multiple factors children had endured and the complexity between PSM, 
domestic abuse and poverty.  
A further significant finding from the examination of SCR’s was that where 
the focus was on the needs of parents, ‘the voice and lived experience of the 
child can easily be overlooked’ (Brandon et al., 2020:16). This research has 
attempted to rectify this to a small degree by prioritising the voices of 
children. The frontline professionals in this research also illustrated the need 
for children to have the opportunity to access support in their own right, as all 
too often the needs of adults become the focus of practitioners.  
Without the provision of services or practitioners having knowledge and 
training to identify and assess the needs of children living with PSM, it is 
likely those needs will continue to be overlooked. A key message for practice 
is the need for both adult and children’s services to improve joint working, 
share information, and develop realistic plans for the safeguarding of children 
(Brandon et al., 2020). The need for knowledge of PSM across adult and 
children’s services is vital. Although improved practitioner training in itself will 
not completely prevent child deaths, it will contribute to improved 
identification and assessment of risk.  
Ultimately, practitioner training of PSM has the potential to prevent escalating 
and accumulating risk, thereby safeguarding and protecting more children. 
All frontline practitioners across adult and children’s services who are in 
contact with parents who misuse substances need to know how to assess 
and respond to the needs of children living with PSM.  
The failure of social work programmes to equip social workers with 
knowledge of substance misuse and the impact of PSM on children, is only 
one part of the systemic failure. Once qualified, social workers may or may 
not have access to training provided by their local authority; as with 
children’s access to specialist support, social workers’ access to ongoing 




This research project found similar findings; social workers, including newly- 
qualified and more senior practitioners, raised the issue of education and 
training. Social workers reported not receiving any education pre-qualification 
on substance misuse and/or the impact of PSM on children. Some 
participants, from the local authority where the research took place, spoke 
highly of their access to training. One newly-qualified social worker described 
how substance misuse training had allowed them to understand the 
intricacies of preparing a drug (such as heroin or crack cocaine) for use, as 
well as information about treatment and basic harm reduction. This had 
equipped them with the knowledge of how to challenge parents who were 
either denying or minimising their use, as well as being confident to support 
parents to access treatment service. Most of all, substance misuse training 
had allowed social workers to see the world through the eyes of the child, to 
see and understand what they see.  
Other social workers, who had worked in different local authorities, spoke of 
their frustration of not receiving specialist training, hence being unable to ask 
explorative questions with parents about their substance misuse and, most 
worryingly, being ill-prepared and ill-equipped to talk to children about PSM. 
In the absence of training, once in practice, social workers are likely to focus 
on visible risk factors such as ‘impaired functioning’ (Dance et al., 2014:568), 
and have little understanding of the risk and protective factors associated 
with PSM, as presented in this research project.  
Social workers practice in a variety of roles, and it is their knowledge and 
practice skills to engage with vulnerable families which means they are best 
placed to respond to the needs of substance users and their children. Yet a 
lack of education and training means social workers are reliant on their own 
knowledge, perhaps gained through personal experience or individual study 
or both. A lack of training has been found to be a factor in the inappropriate 
use of language relating to substance misuse, and of the lens through which 




Despite being best placed to support, assess, and respond to the needs of 
those misusing substances, social workers who have received little, or no, 
substance-use training or practice experience, will have less of a desire to 
work with this population (Senreich and Straussner, 2013). The lack of 
training and understanding by frontline practitioners regarding the needs of 
adults who misuse substances is only likely to further compound the risk of 
children living with PSM being overlooked and remaining hidden or provided 
with inappropriate services. 
Across higher education establishments and local authority workforce 
development services, the failure to incorporate PSM education into the very 
core of safeguarding education and training results in failures to protect 
some of the most vulnerable children in our society. The failures do not lie 
simply with social work, but across the board of professions from education 
(nursery, primary and secondary school), health (e.g. midwifery, health 
visitors, school nurses) and children’s early intervention services. The need 
for frontline professionals to be equipped with knowledge and training of 
PSM is not just the responsibility of services for children, but also that of 
adult services providing support to adults with children, to ensure 
practitioners never lose sight of the needs of children living with PSM. 
The findings presented in chapter 21.3 highlighted the frustrations from 
frontline professionals of having to learn on the job. Without adequate 
training this has resulted in misconstrued and inaccurate judgements about 
substances and substance users. The findings illustrated that the absence of 
PSM training has led to inconsistencies in decision-making, as to whether, 
for example, a family required statutory safeguarding intervention or an early 
intervention service. The impact for children and their families included 
inconsistent responses by professionals, the likelihood of children at risk of 
significant harm remaining hidden, and decisions to remove a child from their 
parent’s care being made too hastily. 
The new model presented and discussed in this section enables a consistent 




confident and competent to engage with both children living with PSM and 
their parents. 
26.2- Responding to the needs of parents who misuse 
substances 
The findings from this research have outlined a systemic failure in practice 
(figure 22) to respond to the needs of children living with PSM. This research 
has found that the negative impact of PSM experienced by children, is 
connected to austerity, the falling provision of substance treatment services, 
and the failure of adult substance misuse services to meet the needs of 
parents who misuse substances.  
The impact of reduced funding and restructures of substance misuse 
services was identified by focus group participants. Participants expressed 
their concern and frustration that even when a parent had made the decision 
to access treatment services, they were faced with multiple barriers. Focus 
group participants shared their frustration of the process to access treatment 
services due to parents first needing to attend a triage assessment before 
being referred to a treatment service. The implication of the time lapse 
between the initial triage, referral to a substance misuse treatment service, 
and receiving an intervention, meant the window of opportunity to support 
parents to address their substance misuse was often lost. As evidenced in 
the research findings, when the window of opportunity for parents to access 
treatment was lost, the negative impact on children was continued exposure 
to their parent’s substance misuse and associated risk factors.  
The Advisory Council on the Misuse of Drugs (ACMD) and the Recovery 
Partnership have also outlined a number of current problems in the delivery 
of substance misuse services; namely continued funding cuts, ‘rapid re-
tendering cycles’, and the ‘loss of qualified staff’ (Alcohol Concern, 2018:1). 
The impact of austerity is evident in the cuts to adult substance treatment 
services. Where services have been maintained, the reduction in funding for 




training’ (Drummond, 2017:1). Drummond (2017:1) suggests that the 
implementation of payment by results (commissioning based on outcomes), 
has added further strain to treatment services, and is likely to lead to 
services being reluctant to ‘take on’ those with complex needs and where 
their engagement in treatment is likely to be long term. 
Focus group participants highlighted their frustration at the lack of outreach 
support for those parents with complex needs who disengaged from 
treatment. The lack of outreach support is especially pertinent for the needs 
of mothers who misuse substances. Women who misuse substances and 
who are mothers are likely to experience a range of complex adversities 
including poverty, mental ill-health, domestic abuse and limited support 
networks (Bohrman, 2017).  
Women who misuse substances are not only likely to experience significant 
adversity, but they are also faced with the very real fear that accessing 
treatment services may lead to children’s social care intervention (Bohrman, 
2017). The fear of losing a child can prevent women from accessing the 
support they need (Elms, 2018). Child-care issues and safety fears, due to a 
male-dominated environment in treatment services and group support, have 
been identified as common barriers for women seeking treatment for their 
substance misuse (Elms, 2018).   
In the absence of tailored substance misuse support for parents, especially 
mothers who experience complex adversity, it is likely that windows of 
opportunity to support children and their parents will continue to be missed. 
Further, it is possible that an over- reliance on group work rather than one-to-
one sessions, will contribute to missed opportunities for practitioners to 
explore the impact of PSM and openly discuss strategies with parents to 
reduce risk. Cuts to adult treatment services and an over-reliance on ‘peer 
mentors’ also raises the important issue of training’ (Alcohol Concern, 
2018:21) and highlights the paramount need for improved training of PSM for 




The lack of services which are specifically tailored to meet the needs of 
women, form another layer of failure for children living with PSM. This results 
in the likelihood of them only coming to the attention of services at a level of 
severe safeguarding concern. The negative impact for children is prolonged 
exposure to safeguarding risks associated with PSM, and missed 
opportunities to support children, and their parents, before the point of 
severity and crisis. 
A 2017 report from the ACMD explored the impact of commissioning 
structures on treatment for drug misuse. The report make’s reference to the 
2017 Drug Strategy and the commitment to ‘effectively funded and 
commissioned services, targeted at helping people fully recover from 
dependence’. Despite the commitment of the 2017 Drug Strategy, the ACMD 
(2017:2) states, ‘it difficult to see how that aspiration can be delivered’, and 
recommend that drug services should be mandated within local authority 
budgets with protected investment.  
The report provides clear recommendations to protect funding and reduce 
the negative impact of ‘frequent re-procurement that drains vital resources 
and creates a ‘churn’, resulting in poorer service user recovery outcomes, at 
least in the short term’ (ACMD, 2017). The report does not make reference to 
the impact on children of reduced funding to treatment services. However, as 
this research has illustrated, reduced treatment services for parents will 
result in missed opportunities for parents to address their substance misuse 
and to reduce the negative impact on their children.  
Though the report by the ACMD (2017) made clear recommendations to 
secure and ring fence funding for adult substance treatment, those 
recommendations appear an unlikely outcome. The report by Alcohol 
Concern (2018:6) outlines the continued wave of cuts to substance treatment 
services, due to a change from services being funded through public health 
teams to services being ‘funded through local business rate retention’. It is 
anticipated that this change will further widen the inequality gap, leaving 




(Alcohol Concern, 2018:6) and a ‘skeleton service’ for parents with complex 
needs (Alcohol Concern, 2018:7).  
26.3- Section summary 
While this is a small-scale research study it is significant. The research has 
connected the findings from the wider literature, relating to a lack of 
adequate PSM training for frontline practitioners, the impact of austerity, and 
reduced adult substance treatment provisions. The findings from this 
research and the wider literature illustrates the systemic failures across the 
exosystem and macrosystems. The implication is a continued failure in 
practice to respond to the needs of children living with PSM. 
This research also presented findings from the literature review (chapter 4) 
which outlined the over-representation of children living with PSM open to 
statutory children’s social care, subject to child protection plans and care 
proceedings. Alongside the continued cuts to substance misuse treatment 
services, and without systemic change it is unlikely that the over-
representation of children within these categories will change. The following 
section will discuss the impact of the government’s chosen austerity 
measures in relation to the provision of community resources for children and 
the impact this has on children living with PSM. 
26.4- The impact on children living with PSM during austerity 
This research has illustrated the need for children living with PSM to have 
multiple protective factors, across multiple systems. This includes their 
meso- and exosystems and the need for community resources to act as a 
buffer against the negative impact of PSM. The focus groups with 
practitioners, highlighted the importance of community resources to prevent 
escalating and enduring harm, as evidenced by the connection between 
PSM and contextual safeguarding concerns.  
This research has also found that the current macrosystem has negatively 




because of austerity measures. The governments choice to implement 
austerity measures (Jones et., 2019) has resulted in reduced services which 
once served as a valuable community resource for children and families in 
need of support. This research has brought to the fore the connection 
between austerity and the direct impact the current macrosystem is having 
on children who live with PSM. The implication for children living with PSM 
during the current time of austerity is at best isolating and marginalising, at 
worst it is severe and enduing.   
Since 2010 there has been a 40% reduction in funding to local authorities 
from central government (Jones et al., 2019). The funding that remains 
available has not been distributed to areas with high deprivation and instead, 
has been funnelled to more affluent area’s which are understood to be 
predominantly conservative strongholds (Jones et al., 2019).  
Since 2010, the implementation of austerity policies has been ‘rapid and 
radical’ and ‘reinforced year after year’ (Jones et al., 2019:8). The impact of 
austerity has resulted in families who live in areas of ‘high social need’ being 
made poorer. The year-on-year reinforcement of austerity means that for 
children and families in need, they have not just been made poorer, but have 
been driven from ‘deprivation to destitution’ (Jones et al., 2019:8). As the 
focus group participants illustrated in this research, poverty has become a 
new normal, as have the need for food and clothes banks; vital services for 
families that have sadly become the trademark of austerity since 2010 
(Jones et al., 2019:8). 
The UK Government’s endeavour to implement austerity measures was 
based on the promise of fairness, and a ‘more efficient’ economic and 
welfare system (Morris, 2016:100). The sweeping economic reform is far 
from fair despite the government’s pledge that cuts to welfare would be made 
fairly. The hardest hit were people who were most in need and less ‘able to 
bear’ the cuts; the greatest ‘skew’ was against ‘the disabled and social care 




Reduced resources are coupled with continued welfare reforms, including a 
cap on benefits for larger families, freezing of working tax credits, and further 
punishment on families for having a spare room (bedroom tax), with few 
social housing options available to enable families to downsize their property 
(Morris, 2016:105). All of which will undoubtedly plunge children from poorer 
households living with PSM deeper into poverty. This macrosystem-level 
failure forms an additional layer of harm for children living with PSM. The 
moral economic failures on children and families who are most in need, is 
illustrated by Morris (2016:111) in this quote taken from a parliamentary 
discussion:  
The final verdict on any government is how they treat the poorest in 
society during the hardest of times. The rise in need for foodbanks is a 
horrifying indictment.  
Reduced community resources can also be seen with cuts in funding for 
breakfast clubs, closure of libraries which offered a ‘free and warm’ space for 
children, children’s centres and Sure-Start centres closures, and funding for 
free leisure activities such as swimming being pulled (Ridge, 2013:410). The 
UK Government’s welfare reform, and continued implementation of austerity 
measures, means that those children who are the most in need of community 
resources are hit the hardest. 
The findings from this research have identified a direct association between 
PSM and the risk of children being at risk of and exploited (contextual 
safeguarding). The findings also illustrated the invaluable role youth services 
play in supporting the most vulnerable children in our communities. Focus 
group participants stated that youth workers and youth services were 
especially important in the prevention of children becoming victims of child 
sexual and criminal exploitation.  
Yet, the decline of youth services for children is another example of a moral 
economic failure which directly impacts on the most vulnerable children in 




been cut by 60% since 2010; in the North West of England the figure was 
74%, and in some regions the funding cuts reached 90%. The chief 
executive of the YMCA in England and Wales outlines the importance of 
youth services: 
Youth services exist to provide a sense of belonging, a safe space, 
and the opportunity for young people to enjoy being young. However, 
for almost a decade now local authorities have struggled under the 
weight of funding pressures, meaning youth services are being forced 
to endure continued and damaging cuts. (YMCA, 2019:online) 
While these pressures are at the macro systems level, the impact is felt on a 
micro systems level with the responsibility being placed on individual children 
and families. The UK Government’s narrow focus on ‘troubled families’ was 
intended to ‘break the cycle’ of poverty and ‘troubled’ behaviours by ensuring 
that children are not the ‘poor parents’ of the future (Ridge, 2013:412). As 
Ridge points out, the government does not provide the resources for this to 
be achieved while simultaneously placing the responsibility ‘squarely on the 
shoulders of impoverished children’ (Ridge, 2013:412). 
26.5- Macro level failure to adequately respond to needs of 
children living with PSM 
The empirical data collected in this research, combined with the existing 
evidence review (chapter 3.3) outlines how policy and government 
commissioned reviews, such as Hidden Harm (ACMD 2003) have failed to 
lead to improvements for children living with PSM. In response, this research 
presents a new model of practice and training model drawn from the voices 
of participants and existing evidence. 
Hidden Harm, which was published in 2003, is an opportunity lost (ACMD, 
2003). It should have been the catalyst for systemic change for children living 
with parents who misuse substances. It contained 48 recommendations for 




Years On: Realities, Challenges, and Opportunities, which outlined that one 
of the key challenges of implementing the 48 recommendations from Hidden 
Harm in 2003, was that it ‘cut across a wide range of services, most notably 
children's services and adult drug treatment services’ (ACMD, 2006:24). The 
report concludes that without a coherent and joined up approach, across 
government departments, there will continue to be a ‘diluted’ response to the 
needs of these children (ACMD, 2006:24).  
The report by the ACMD (2006) presented evidence that there had been 
some progress, in that PSM had been included in the Common Assessment 
Framework (non-statutory assessment for early identification of the needs of 
children and their family). Though PSM is included in this standardised 
assessment, this research and the wider literature has evidenced that 
practitioners do not have access to standardised PSM training. In response, 
this research has presented a proposed model of practice (figure 19 in 
chapter 25) for children living with PSM, and a training model (figure 23 in 
chapter 26), to equip and support frontline practitioners to assess, respond, 
and support children and their families where PSM is a safeguarding 
concern. 
Practitioners in this research reported a lack of guidance and frameworks for 
responding to children living with PSM. This is not surprising given the 
dominant publication informing safeguarding children practice, Working 
Together to Safeguard Children (H.M. Government, 2018), requires 
practitioners only to be ‘alert’ to the needs of children living with PSM. 
Working Together (H.M. Government, 2018) omits any detailed guidance for 
practitioners regarding risk and protective factors and why some children are 
at ‘greater risk of harm’. The needs of children living with PSM are also 
mentioned in the 2017 Drugs Strategy (Home Office, 2017). Although no 
clear details are provided of how children’s needs are to be assessed, there 
is a call for evidence-based interventions to meet the needs of children and 




As with Hidden Harm (2003;2006), Working Together (H.M. Government, 
2018) and the 2017 Drugs Strategy (Home Office, 2017), there is an 
absence of clear guidance for frontline practitioners on how to meet the 
needs of children and families affected by PSM, and no statutory obligation 
for either adult or children’s services to provide training for frontline 
practitioners. The words presented in these documents provide an 
acknowledgement, at best, of the issues facing children living with PSM, but 
are void of statutory obligation and provide scant guidance for practitioners. 
This research begins to fill in this gap by offering a proposed model of 
training and practice (chapter 25 and 26). 
Children affected by PSM fall between the cracks, as neither adult, nor child-
care legislation provides adequate protection. The fragmented approach in 
the response to the needs of children living with PSM is indicative of the 
‘fracture lines’ between adult and children’s services and the different 
government departments they are responsible to i.e., the Department of 
Health and the Department of Education, respectively (McLaughlin 2013). 
PSM is a safeguarding concern which cuts across both adult and children’s 
sectors. Practitioners within services for children need to know how to 
support and signpost parents to substance misuse services, and 
practitioners within services for adults need to understand the needs of 
children, with knowledge to assess risk and signpost to services for children. 
During a time of continued austerity and cuts to vital public services, the lack 
of legislative protection adds a further layer of failure. There is a risk that as 
local authority budgets are squeezed tighter, local authorities will have no 
option but to only deliver statutory requirements. The figures from National 
Audit Office show local authority budgets have been cut by 50% since 2010 
(ADCS, 2018). Not surprisingly, as local authority budgets have been halved, 
the decimation of services has been felt across the non-statutory sector. The 
ADCS (2018) report stressed there is some evidence of local authorities who 
have managed to protect some early help services. However, with local 
authorities continuing to face reduced budgets, the sustainability of early help 




The prevailing reasons why children are coming to the attention of early help 
and/or children’s social care continue to be domestic abuse, parental mental 
ill-health, and PSM (trigger trio). Despite the knowledge of PSM being a 
significant safeguarding concern, the responses in practice are not 
consistent. The ADCS (2018:6) identified there is a ‘sharper focus’ in practice 
on interventions for vulnerable children who have experienced neglect, 
domestic abuse, and who are at risk of child sexual exploitation.  
Perhaps the prevalence of PSM is missed on a practice level due to how 
data is collated and recorded. If PSM is recorded under more dominant 
categories such as neglect and domestic abuse, it is possible that the 
prevalence of PSM is under- recorded and misunderstood. The profile of 
children living with PSM will continue to receive less attention, both in terms 
of practitioner training and service provision.  
In response, this research proposes the need for improved localised data. 
Localised data where PSM is identified as the primary safeguarding concern 
should be collated from early help assessments (common assessment 
framework), social work assessments, child protection plans and care 
proceedings. This would ensure that PSM is not hidden under safeguarding 
categories such as neglect or emotional abuse. It would also provide an 
improved and accurate reflection of the prevalence of PSM. Accurate data 
can then be presented and discussed with local authority safeguarding 
partners (adult and children’s services) to coordinate and commission 
reservices in response to the needs of children living with PSM. 
26.6- Chapter summary  
This research has illustrated the multi-layered and systemic failings in policy 
and practice in response to the needs of children living with PSM. This 
chapter has discussed important findings from this research and presented a 
model of training (figure 23) for frontline practitioners. The training model will 
support practitioners by improving their knowledge of PSM and increase their 




practitioners to understand the needs of children living with PSM, and enable 
them to meaningfully respond to those needs of, and provide the required 
support for, children living with PSM. The need for adequate training, 
improved joint working between adult and children’s services and, above all, 
the need for children’s voices to be heard, are reaffirmed no more so than in 
the findings from serious case reviews.  
Further layers of failure were discussed in relation to the macro level 
influence and the decimation of early help services for children and families 
due to severe and sustained cuts to local authority budgets. The decimation 
of services due to the Government’s choice to implement austerity measures 
has also been felt across services for adults. With significant cuts to 
substance misuse treatment services and the loss of much-needed outreach 
and tailored support for the needs of parents, namely women experiencing 
complex adversity. 
Austerity measures have had a direct impact on children and families where 
PSM is a safeguarding concern. With local authorities having to focus their 
attention on statutory obligations, the opportunity to reach families at an early 
level and reduce the risk of children being exposed to prolonged adversity is 
being missed.  
Without appropriate recognition in legislation, adequate funding for local 
authorities to commission services the systemic failure to protect and 
respond to the needs of children living with PSM will likely continue. In the 
absence of coherent legislation, accurate prevalence data, and a continued 
post code lottery of service provision in response to the needs of children 
living with PSM, this research has proposed the need for improved localised 
data and localised knowledge of children living with PSM.  
As presented throughout the discussion chapters, the findings from this 
research have extended existing knowledge. The discussion chapters have 
illustrated a depth of understanding, and outlined that only by addressing the 




be achieved for children. Commissioners, policy makers, educators and 
service providers need to listen and respond to the actual needs of children 
living with PSM. The recommendations for change to bridge the gap between 






Bridging the gap between research and practice: 
Recommendations for change 
 
To raise the profile of the needs of children living with PSM, this chapter 
presents recommendations for change. This is especially important for those 
children who live in local authorities with no access to specialist support, who 
are hidden and whose voice is not heard.  
 
27.1- Recommendations for change: Legislation 
 
1. Children living with PSM need to be recognised in current legislation 
(The Children Act 1989) as children in need, with PSM recognised as 
a primary factor. This would ensure children living with PSM receive 
an appropriate assessment under section 17 of The Children Act 
1989. Furthermore, this group of children should also be recognised in 
the associated regulations and guidance, Working Together to 
Safeguard Children (HM Government, 2018).  
 
The current legislation and supporting legislative guidance states 
practitioners need to be ‘alert’ to the needs of children living with PSM. 
To mirror the language adopted for other identified vulnerable groups 
of children, legislation should reflect need and clearly state; local 
authorities must assess the needs of children living with PSM and 







27.2- Recommendations for Change: Policy 
 
1. Localised data from early help assessments, social work 
assessments, child protection plans and care proceedings, where 
PSM is identified as the primary safeguarding concern, should be 
collated.  
2. Localised data concerning the prevalence of PSM and local and 
national data regarding the findings from serious case reviews need to 
be communicated with safeguarding partners (formally known as local 
safeguarding children’s board). Responses to localised data need to 
be monitored and routinely evaluated. 
3. Improved pathways and collaboration between adult treatment 
services and services for children need to be achieved. Both parties 
should recognise their responsibility regarding PSM; adult treatment 
services have a duty to identify the needs of children, and children’s 
services have a duty to signpost parents to appropriate support. 
Parental substance misuse training for adult treatment and children’s 
services is the first step to achieve improved pathways. 
4. The needs of children living with PSM must be on the radar of those 
who specialise in developing, commissioning, and delivering services 
for children; as such PSM should be a topic of discussion for The 
Association of Directors for Children’s Services and Association of 
Directors of Adult Services. 
5. Mirroring the responses for complex safeguarding concerns where 
high-risk domestic abuse cases are discussed (MARAC- Multi Agency 
Risk Assessment Conference) local authorities should adopt a multi-
agency response where PSM is the primary safeguarding concern. 
This should include representatives from adult treatment, children’s 
services, health and education. The needs of children living with PSM 
should be discussed and responses coordinated at the earliest 





27.3- Recommendations for change: Training  
1. Social work education needs to include substance use and parental 
substance misuse within its core curriculum. The needs of these 
children are too great for this topic to be overlooked. 
2. The proposed model of training presented in chapter 26 needs to be 
accessible for all frontline child focussed practitioners who support 
children and families where PSM is prevalent. This includes those 
practitioners in adult facing roles. 
3. Practitioners within adult treatment services need training to enable 
them to confidently explore with parents the needs of their children. 
 
27.4- Recommendations for change: Practice 
1. Children who are living with parents who misuse substances should 
have access to specialist support. Informed by the voices of children 
who participated, this research has proposed the minimum 
requirements for a model of practice (chapter 25).  
2. Support for children living with PSM should not be time-limited or 
dependent on their parent’s engagement. Access to support should be 
available for children in their own right. 
3. Responses in practice for children and families should not be defined 
by the substance, services for children should not be alcohol or drug 
specific.  
4. Adult treatment services need to respond to the complex needs of 
parents who misuse substances and tailor care plans for the unique 







27.5- Recommendations for further research 
1. Quantitative studies are needed which examine the prevalence of PSM, 
and are not reliant on data collated from adult treatment services and 
children’s social care. Using localised data of PSM measured against 
levels of deprivation is one option. 
2. Further research is required to understand the needs of children living 
with PSM who are young carers and whether young carers’ services 
meet their specialist needs regarding PSM. 
3. Further research is required to understand the needs of children living 
with PSM from Black, Asian and Minority Ethnic (BAME) groups given 
the absence from this, and the majority, of research in this area.  
4. Research is required to evaluate existing specialist services for children 
living with PSM in order to identify and disseminate good practice.  
5. Research evaluating the introduction, and impact, of PSM training for 
frontline practitioners, to understand practitioner confidence and 
ascertain whether frontline practitioners are adequately equipped to 
respond to the needs of children living with PSM.  
 
The overarching aim of this research was to bridge the gap between 
research and practice, to enable families to stay together safely and enable 
practitioners to make informed and timely decisions when this is not possible. 
The models of practice presented in the discussion chapter and the 
recommendations above, illustrate how bridging the gap between research 
and practice can be achieved. The implementation of the above 
recommendations is by no means an easy feat, especially given the current 
climate of continued austerity and in the midst of a global pandemic. That 
said, this research has illustrated, through the voices of children and frontline 
practitioners, that change is urgently needed. The proceeding and final 






This research should not have been necessary and yet it was needed, 
because children who live with parents who misuse substances continue to 
be failed due to inadequate responses in legislation, policy and practice. This 
research set out to understand how children experience living with PSM and 
to inform policy and practice.  
The review of the existing evidence and wider literature sought to explore 
what is known about the prevalence of PSM, what is known about the impact 
of PSM on children’s emotional wellbeing and safety, and how this 
knowledge is reflected in policy and practice. The review drew attention to 
the unreliable data of the prevalence of PSM, as data was dependent on two 
sources; adult treatment services and children’s social care. Thus, those 
parents who were not accessing treatment, or whose needs have not come 
to the attention of statutory children’s social care remain hidden. 
The review explored the representation of children living with PSM in 
legislation, policy and practice. The ground-breaking publication of Hidden 
Harm (ACMD, 2003) with its 48 recommendations for policy and practice, 
some 18 years ago, should have been a catalyst for sustained change. As 
the review illustrated, children living with PSM continue to be over-
represented in statutory children’s social care, child protection plans, and in 
the number of care proceedings. Without the legislative backing to embed 
the recommendations from Hidden Harm (ACMD, 2003), children living with 
PSM continue to be failed on every level.  
The vague language adopted in UK child legislation, outlines how children 
living with PSM may be at risk of harm and states professionals need to 
remain alert. But the legislative guidance falls short of providing any statutory 
obligation for local authorities to respond to the needs of children living with 




adequately meet the needs of this vulnerable group of children and a 
fragmented response in the provision of training for practitioners. 
The critical discussion of the body of literature identified the gaps in 
legislation, policy, the direct impact on inadequate training for frontline 
practitioners, and the lack of appropriate services for children living with 
PSM. The review demonstrated that where specialist services were available 
for children living with PSM, these were short term interventions, designed 
and adapted from adult models of practice, and seemingly not informed by 
theoretical understandings of trauma and resilience. The review also 
identified the absence of the voices of younger children. Research presented 
illustrated a reliance on the voices of older children and young adults’ 
retrospective reflections of their experience.  
In response to siloed and fragmented responses in legislation, policy, 
practice, and lack of appropriate services for children living with PSM, this 
research identified three research questions; 
• How do school aged children (aged 5-16) experience living with a 
parent who misuses substances? 
• What do children need in order to promote and strengthen their 
emotional resilience and enable them, when appropriate, to live safely 
with parents who misuse substances? 
• From the perspective of professionals, what changes are considered 
to be necessary in relation to legislation, policy, training and practice 
to respond to the needs of these children? 
 
The research questions informed the research design which sought to 
privilege the voices of children; in doing so, creative research methods were 
adopted. Guided by the principles of hermeneutic phenomenology, seven 
children aged 7-16 years participated. The children were all living with their 
parents who misused substances and as such the findings from the 
children’s emotive reflections provide a real-time understanding of their lived 




methodological framework which enabled me to engage reflexively with the 
data and seek to understand a further depth of meaning. 
Three focus groups with 22 professionals were also included in this 
phenomenological research design, specifically to understand the needs of 
practitioners across a children’s workforce; as such, inclusion of practitioners 
from multiple professional backgrounds, from education, early intervention 
services and from within children’s social care was purposeful. This is the 
first-time children’s voices and the voice of professionals from multiple 
professional backgrounds were heard together. This unique research design 
has resulted in a new, and in-depth, understanding of the needs of children 
living with PSM. 
Part four of this thesis presented the findings from both the creative 
interviews with children and the focus groups with professionals. Children 
who participated in this study experienced multiple adversity and harm 
because of their parent’s substance misuse. The emotive reflections bravely 
shared by children demonstrated the harsh and enduring reality of their lives, 
compounded by multiple layers of adversity such as financial hardship, 
homelessness, violence, domestic abuse, and parental mental ill-health.  
The impact of PSM on the lives of these children resulted in their loss of 
childhood, the chance to be a child free from worry, to play, and to have fun. 
The findings demonstrated that the substance misused by parents and the 
child’s age was not indicative of increased or reduced risk. As both the 
youngest and oldest child participants experienced multiple risk and 
adversity. The severity of experienced risk factors was not persistent and as 
the findings illustrated, the children not only faced multiple risk factors, they 
also experienced heightened levels of anxiety due to the unpredictability of 
their parent’s behaviour.  
The creative interviews were also designed to understand from the children’s 
perspective the protective factors they valued. The children’s reflections 




need to have professional support for as long as they needed and until they 
felt safe. The findings from this research demonstrate the wide and varying 
complexity of PSM, and shows that children living with PSM are not a 
homogenous group, as no two children experienced the same risk and 
protective factors. 
The findings from focus groups with professionals identified the challenges, 
stresses, and strains experienced by individual professionals and 
organisations. They shared their experience of inadequate training pre- and 
post- qualification which impacted their ability to effectively identify, assess, 
and respond to the needs of children living with PSM, with an over-reliance 
on past professional experience. The challenges experienced were 
compounded by the direct impact of almost a decade of austerity measures 
which have reduced early intervention services and as a result, professionals 
had to prioritise the needs of younger children to the detriment of older 
children. The powerful reflections by professionals demonstrated the direct 
impact of PSM on older children, resulting in the increased risk of significant 
harm because of contextual safeguarding; child criminal exploitation and 
child sexual exploitation. 
The ecological systems theoretical framework of the discussion chapter 
which connected the review of literature, creative interviews with children, 
and the focus groups with professionals, helped to frame an in-depth 
understanding of the experience and the needs of children living with PSM. 
These included the need for children’s experiences to be understood in 
terms of severity, accumulation, longevity of risk, and the need for children to 
have multiple protective factors across multiple systems.  
This research has demonstrated the systemic failure across multiple levels, 
in legislation, policy and practice, to adequately respond to the needs of this 
vulnerable group of children. Without adequate training, frontline practitioners 
will lack the ability and knowledge to effectively assess risk and make 
informed decisions, and will ultimately fail to protect the most vulnerable 




model and, as outlined in the recommendations chapter (chapter 27), training 
regarding PSM needs to be for all frontline practitioners, across education, 
health, early intervention services, social care (adult and children), and adult 
treatment services. 
This research is original in design, and the findings have informed 
recommendations for practice as well as the necessary changes required to 
bridge the gap between research and practice. Children living with PSM have 
fallen through the widening fracture lines of legislation, policy and practice; 
their needs are too great to continue to be overlooked. This research has 
shown the vital need for systemic change. No longer should children living 
with PSM be hidden behind generalised safeguarding categories, such as 
neglect, physical, and/or emotional abuse. The profile of children living with 
PSM needs to be raised, they need be seen, heard, and listened to in their 
own right, with specific services for them.  
To truly understand the needs of children living with PSM, children need to 
be listened to; if we as adults cannot listen, we cannot understand. This 
research valued the children’s ‘truth’, it is their truth and their experiences 
which were privileged, and remained at the very heart of this research. It is 
their voices which have informed the minimum requirements for a model of 
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‘As set out in the Serious Violence Strategy, published by 
the Home Office, where an individual or group takes 
advantage of an imbalance of power to coerce, control, 
manipulate or deceive a child or young person under the 
age of 18 into any criminal activity  
(a) in exchange for something the victim needs or wants, 
and/or  
(b) for the financial or other advantage of the perpetrator 
or facilitator and/or  
(c) through violence or the threat of violence. The victim 
may have been criminally exploited even if the activity 
appears consensual.  
Child criminal exploitation does not always involve 
physical contact; it can also occur through the use of 
technology’ (H.M. Government, 2018:110) 
Child Protection 
‘Part of safeguarding and promoting welfare. This refers to 
the activity that is undertaken to protect specific children 
who are suffering, or are likely to suffer, significant harm’ 
(H.M. Government, 2018:106) 
Child Sexual 
Exploitation 
‘Child sexual exploitation is a form of child sexual abuse. It 
occurs where an individual or group takes advantage of an 
imbalance of power to coerce, manipulate or deceive a 
child or young person under the age of 18 into sexual 
activity  
(a) in exchange for something the victim needs or wants, 
and/or  
(b) for the financial advantage or increased status of the 




The victim may have been sexually exploited even if the 
sexual activity appears consensual. Child sexual 
exploitation does not always involve physical contact; it 
can also occur through the use of technology’ (H.M. 





‘As well as threats to the welfare of children from within 
their families, children may be vulnerable to abuse or 
exploitation from outside their families. These extra-
familial threats might arise at school and other educational 
establishments, from within peer groups, or more widely 
from within the wider community and/or online.  
These threats can take a variety of different forms and 
children can be vulnerable to multiple threats, including: 
exploitation by criminal gangs and organised crime groups 
such as county lines; trafficking; online abuse; teenage 
relationship abuse; sexual exploitation and the influences 
of extremism leading to radicalisation […]  
Assessments of children in such cases should consider 
whether wider environmental factors are present in a 
child’s life and are a threat to their safety and/or welfare. 
Children who may be alleged perpetrators should also be 
assessed to understand the impact of contextual issues 
on their safety and welfare’ (H.M. Government, 2018:25) 
 
Early intervention  
sometimes 
referred to as  
Early help 
Early intervention means identifying and providing 
effective early support to children and young people who 
are at risk of poor outcomes […] the best evidence shows 
that effective interventions can improve children’s life 
chances at any point during childhood and adolescence 
(Early Intervention Foundation, 2021: accessed online) 
 
Neglect 
‘The persistent failure to meet a child’s basic physical 




impairment of the child’s health or development. Neglect 
may occur during pregnancy as a result of maternal 
substance abuse. Once a child is born, neglect may 
involve a parent or carer failing to:  
a. provide adequate food, clothing and shelter (including 
exclusion from home or abandonment)  
b. protect a child from physical and emotional harm or 
danger  
c. ensure adequate supervision (including the use of 
inadequate caregivers)  
d. ensure access to appropriate medical care or treatment 
It may also include neglect of, or unresponsiveness to, a 




The Children and Families Act 2014 introduced legislation 
in relation to public law cases that set a 26-week time limit 
for all care proceedings (Ministry of Justice, 2014:6). In 
response to this change, Public Law Outline (PLO) 
(legislative practice guidance) was revised. The purpose 
of PLO is to assess whether alternatives to care 
proceedings have been explored to prevent escalation to 
proceedings. Where this is not possible that timely 
decisions are made for the needs of children (Ministry of 
Justice, 2014)  
Significant Harm 
The Children Act (1989) refers to Significant Harm as the 
threshold for statutory invention. Defining significant harm 
under section 31 as both the impairment of a child’s 
emotional and physical development and of the likelihood 
of harm. 
‘Where there are child protection concerns (reasonable 
cause to suspect a child is suffering or likely to suffer 




make enquiries and decide if any action must be taken 
under section 47 of the Children Act 1989’ (H.M. 
Government, 2018:16) 
Team Around the 
Child  
(also known as 
child in need) 
‘a child in need is defined under the Children Act 1989 as 
a child who is unlikely to achieve or maintain a reasonable 
level of health or development, or whose health and 
development is likely to be significantly or further impaired, 
without the provision of services; or a child who is 
disabled. Children in need may be assessed under section 
17 of the Children Act 1989 by a social worker’ (H.M. 
Government, 2018:22). 
In the local authority where this research was conducted, 




‘… child’s need is relatively low level’  
‘Universal services include services available to all 
children and families, including schools, GP’s, health 






Appendix 3- Participation information sheet for parents of 
child participants 
 
Participant Information Sheet 
(Parents of child participant) 
 
A research study to understand children’s views on what helps them 
when they are worried about someone they love who has a problem 
with alcohol and/or drugs. 
 
1. Invitation to research  
Hello, my name is Hannah Todman, I am a studying for a PhD at Manchester 
Metropolitan University. I also work part time for Mosaic supporting children and 
families who are worried about a loved one who has problems with drugs and/or 
alcohol. 
Below is information on a research study I am carrying out, which with your consent 
I would like to invite your child to take part in. 
Please take your time to read the information below carefully and feel free to ask me 
any questions before making your decision. 
2. Why have I been invited?  
Your child has been invited to take part in this research study, to share their thoughts 
on what they feel helps them when they are worried about their parent’s using drugs 
or alcohol. Up to 10 children who have a Mosaic Family Worker are being invited to 
take part. 
3. Do I have to take part?  
It is up to you to decide. We will describe the study and go through the information 
sheet, which we will give to you. We will then ask you to sign a consent form to show 
you agreed to take part. You are free to withdraw at any time, without giving a 
reason. 
4. What will I be asked to do?  
If you consent to your child taking part in the research study, and your child wants to 
take part too, please contact me on the details at the end of this form so we can 
arrange a convenient time and place to meet in person. I can then answer any 




If you consent, your child will be invited to meet with me on two occasions. These 
two appointments will take place in the rainbow room at Mosaic and will be a week 
apart. It is expected that the appointments will last approximately one hour, plus 
travel time to and from Mosaic. 
If you are unable to bring your child to and from Mosaic, transport can be arranged 
via your child’s Mosaic Family Worker who can provide pickups and drop offs. 
If you would like me to and you think it will help, I can also come and visit you and 
your child together before these appointments. 
To help me to understand from children taking part what they feel helps them when 
they have worries about drugs and alcohol, I will ask children if they can share their 
thoughts with me. Unless I ask I won’t know.  
To ensure that I don’t forget anything important I will be audio recording the 
appointments, which I will later write up, the recording is then deleted and the write 
up, known as the transcription will not include any names. This is explained in more 
detail under section 7. 
I will make sure that there are arty things if your child prefers to draw. I have 
supported children and families who are worried about somebody they love who is 
using drugs and/ or alcohol for over 10 years. I know that sometimes taking can be 
hard to do and I will try my best to make sure the appointments are fun and I will do 
my best to avoid difficult questions.  
5. Are there any risks if I participate? 
If your child becomes upset or they do not want to carry on with the appointment, 
this is ok and I will bring the appointment to an end. If they need me to, I can ask for 
their Family Worker to come. 
Your child will have support from their Mosaic Family Worker before, during and 
after they have taken part in the research study participation in the research study.  
If you are worried about anything during the research study please contact me or 
your child’s Mosaic Family Worker and we can let you know what support services 
are there for you. 
6. Are there any advantages if I participate?  
There will be no direct benefit to you and your child. However, if your child takes part 
in the research this will hopefully help us to understand things better and help to 
develop services in areas where children do not have access to support like Mosaic. 
7. What will happen with the data I provide?  
If you agree to participate in this research, we will collect from you personally-




The Manchester Metropolitan University (‘the University’) is the Data Controller in 
respect of this research and any personal data that you provide as a research 
participant.  
The University is registered with the Information Commissioner’s Office (ICO), and 
manages personal data in accordance with the General Data Protection Regulation 
(GDPR) and the University’s Data Protection Policy.  
We collect personal data as part of this research (such as name, telephone numbers 
or age). As a public authority acting in the public interest we rely upon the ‘public 
task’ lawful basis. When we collect special category data (such as medical 
information or ethnicity) we rely upon the research and archiving purposes in the 
public interest lawful basis.   
Your rights to access, change or move your information are limited, as we need to 
manage your information in specific ways in order for the research to be reliable and 
accurate. If you withdraw from the study, we will keep the information about you 
that we have already obtained.  
We will not share your personal data collected in this form with any third parties. 
If your data is shared this will be under the terms of a Research Collaboration 
Agreement which defines use, and agrees confidentiality and information security 
provisions. It is the University’s policy to only publish anonymised data unless you 
have given your explicit written consent to be identified in the research. The 
University never sells personal data to third parties.  
We will only retain your personal data for as long as is necessary to achieve the 
research purpose.  
All information which is collected as part of this research study will be kept 
confidential. With your child’s permission, their appointments with me will be 
recorded using a Dictaphone and then typed up by myself, this is called a transcript. 
The recording will then be deleted. 
All transcripts will be anonymised, meaning that your child’s name will not be used 
in the transcriptions. Each transcription will be password protected and stored on a 
password protected computer only accessible by myself and my research supervisor.  
Some direct quotes and drawings maybe used in the final research study report, 
related articles and in presentation, but under no circumstances are any names 
included. However, it may be possible if a picture/drawing is included in an article 
that your child can be identified by those close to them based on their drawings. 
For further information about use of your personal data and your data protection 




• What your child talks/ draws about in the research study will remain confidential 
to your child and me. No information will be shared by me with you, your family 
or anybody working with your family. However it is up to your child if they want 
to talk about it afterwards. 
 
• The only exception to this is if anything your child has shared with me, suggests 
you, your child or someone else is at significant risk of harm. Then I would have 
to break confidentiality. In doing so this is to ensure that the right support is put 
in place to safeguard you and your child. I will where possible inform you of any 
decision relating to a break in confidentiality.  
What will happen to the results of the research study?  
At the end of this PhD study, a summary of the findings will be part of the final report, 
known as a thesis. A summery and some direct quotes from children who have 
participate maybe used in the thesis, in research papers and at conference and 
training events. However, your child will not be identifiable, all information is 
anonymised. 
Who has reviewed this research project? 
This research project has received ethical approval from the ethics committee at 
Manchester Metropolitan University and has been reviewed by the researcher’s 
Director of Studies. 
 
Who do I contact if I have concerns about this study or I wish to complain? 
If you have any questions about the study, please contact the main researcher: 
hannah.todman@stu.mmu.ac.uk  
Alternatively, if you have a concern and do not wish to speak to the researcher you 
can contact: 
 
Professor Hugh McLaughlin- Director of Studies 
Department of Social Care and Social Work 
Manchester Metropolitan University 
Brooks Building, Birley  








Manchester Metropolitan University 
 Birley Campus 
M15 6GX 
If you have any concerns regarding the personal data collected from you, our Data 
Protection Officer can be contacted using the legal@mmu.ac.uk e-mail address, by 
calling 0161 247 3331 or in writing to: Data Protection Officer, Legal Services, All 
Saints Building, Manchester Metropolitan University, Manchester, M15 6BH. You 
also have a right to lodge a complaint in respect of the processing of your personal 
data with the Information Commissioner’s Office as the supervisory authority. Please 
see: https://ico.org.uk/global/contact-us/ 
 





Appendix 4- Parental Consent Form  
 
A research study to understand children’s views on what 
helps them when they are worried about someone they 
love who has a problem with alcohol and/or drugs. 
 
Prior to completing this form, please ensure that you have read and understood the 
participant information sheet.  
Please sign points 1-7 with your initials and sign the consent form at the bottom if you agree 
to participate. If you are unsure or have any queries please do not hesitate to speak with the 
researcher before consenting. 
1. I have read the information sheet for parents and for children, and fully 
understand the content.  
 
2. The researcher has answered any questions I have about the research study, to 
my satisfaction. 
 
3. I understand that my child’s participation is voluntary. I can withdraw consent 
at any time without having to give a reason. 
 
4. I understand that if I withdraw consent information all recordings and 
identifiable information will be destroyed. However, data collected up to 
withdrawal including transcripts and drawings will be used. 
 
5. I understand that any information my child provides will remain anonymous 
and remain confidential. I to will not receive details from the researcher of 
information my child has shared. 
 
6. I understand that my child’s confidentiality will be breached if the researcher is 
led to believe that there is a risk of harm to myself, my child or to others. 
 
7. With my child’s agreement I am aware that their involvement will be recorded, 
once this recording is written up and anonymised the recording will be deleted. 
 
8. I am aware that the researcher will securely hold anonymised information for 




Name of Parent_______________________Signature____________________Date___________ 
Signing consent  
on behalf of___________________________Signature___________________Date____________ 
 





Appendix 5- Child Participation information sheet/ assent  
Hi my name is Hannah, You might have seen me at Mosaic, I work 
there on a Monday and Tuesday but the rest for the week I study (a bit 
like school) at Manchester Metropolitan University.  
I’m going to be writing a report, it’s about what children feel they need 
when they are worried about somebody they love who has problems 
with drugs and alcohol.  
 
 
I hope you might be able to help me to understand what it is like to have 
this worry and what helps you to feel better. This can then help me to 
understand how people like support workers, social workers and 
teachers can do a better job to help children and their families. 
 
Your parents have said it is ok for me to meet you. But it’s completely up 
to you, you don’t have to talk to me if you don’t want to. 




If you decide you would like to take part then I will ask you to come to 
two meetings with me and they will take place in the rainbow room at 
Mosaic after school. Unless it is in the school holidays then it might be 
during the day. I’ll fit in around you and a time that’s best for you and 
your mum or dad. 
 
I’ll try not to ask you any hard questions and if you don’t like talking 
much, this is ok I will have lots of art things so you can draw and make 
pictures instead. 
Do I have to say yes? 
No, you have a choice. You can say no and you don’t have to give a reason 
why you said no. If you do say yes, you can still change your mind at any 
time. 
Will what I say or draw be shown to anybody?  
When we are talking, I will put a tape on, this records what we both say. 
It’s just so when I am writing the report, I won’t forget anything 
important but I won’t use your name. 
What we talk about and draw in the meetings stays between me and you. 




anything you say, write or draw with your family, your Mosaic family 
worker or anyone else supporting your family. Now this is the really 
important bit, 
Only if you share something with me that makes me think you or 
somebody in your family is not safe, then I would have to share what you 
told me with somebody who can help. I will try my best to talk with you 
first before I do this. 
 
What will happen to my drawings afterwards?        
If it is ok with you, your drawings and the information you have shared 
with me will be used in special reports. Nothing will have your name on 
it but your parents might want to see the reports. This means that people 
you know well might be able to tell what drawings are yours. 
If you don’t want your drawings and pictures to be in the report, you 
can say no. 
If you have any questions you can ask me when I meet you for the first 
time, or you can ask your Mosaic family worker if there is anything you 
are unsure about. 
If your parents are happy for you to take part and you are ok with it too, 
and you have read all the information on this form and are still ok to say 





My Name is……………………………………………………………………….. 
I would like to take part in the research and I understand everything on 
this form because I have read it or someone has read it to me. 
If I get upset during the meetings with Hannah, these are the people you 
can tell I have been upset and that I might need some extra support: 
 
Name of the person Relationship, e.g. mum, dad, mosaic 










Appendix 6- Participation information sheet for older 
children/assent  
Hi my name is Hannah, You might have seen me at Mosaic, I work 
there on a Monday and Tuesday but the rest for the week I study at 
Manchester Metropolitan University.  
 
I’m going to be writing a report, it’s about what children feel they need 
when they are worried about somebody they love who has problems 
with drugs and alcohol.  
I hope you might be able to help me to understand what it is like to have 
this worry and what helps you to feel better. This can then help me to 
understand how people like support workers, social workers and 
teachers can do a better job to help children and their families. 
Your parents have said it is ok for me to meet you. But it’s completely up 
to you, you don’t have to talk to me if you don’t want to. 
If you decide you would like to take part then I will ask you to come to 
two meetings with me and they will take place in the rainbow room at 
Mosaic after school. Unless it is in the school holidays then it might be 




during the day. I’ll fit in around you and a time that’s best for you and 
your mum or dad. 
 
Sometimes talking can be pretty hard to do and so if you prefer you can 
draw how you feel. I’ll try not to ask any hard questions but I might ask 
you to tell me about your drawing. 
Do I have to say yes? 
No, you have a choice. You can say no and you don’t have to give a reason 
why you said no. If you do say yes, you can still change your mind at any 
time. 
Will what I say or draw be shown to anybody?  
When we are talking, I will put a tape on, this records what we both say. 
It’s just so when I am writing the report, I won’t forget anything 
important but I won’t use your name.  
What we talk about and draw in the meetings stays between me and you. 





I won’t share anything you say, write or draw with your family, 
your Mosaic family worker or anyone else supporting your 
family. Now this is the really important bit, 
Only if you share something with me that makes me think you or 
somebody in your family is not safe, then I would have to share what you 
told me with somebody who can help. I will try my best to talk with you 
first before I do this. 
What will happen to my drawings afterwards?        
If it is ok with you, your drawings and the information you have shared 
with me will be used in special reports. Nothing will have your name on 
it but your parents might want to see the reports. This means that people 
you know well might be able to tell what drawings are yours. 
If you don’t want your drawings and pictures to be in the report, you 
can say no. 
If you have any questions you can ask me when I meet you for the first 
time, or you can ask your Mosaic family worker if there is anything you 
are unsure about. 
If your parents are happy for you to take part and you are ok with it too, 
and you have read all the information on this form and are still ok to say 





My Name is……………………………………………………………………….. 
I would like to take part in the research and I understand everything on 
this form because I have read it or someone has read it to me. 
If I get upset during the meetings with Hannah, these are the people you 
can tell I have been upset and that I might need some extra support: 
 
Name of the person Relationship, e.g. mum, dad, mosaic 










Appendix 7- Interview schedule for primary school aged 
children  
 
Creative interview guide- Primary school aged children 
Introduction 
- Recap participation sheet  
- Re-cap understanding of confidentiality 
- Explain to the child their parents and Mosaic worker have told me a little 
bit about how drugs/alcohol are a worry (giving child permission that its 
ok to talk) 
- Describe the activity- sometimes talking about things that worry us is 
really difficult to do, especially when the worry is about your family. 
Sometimes drawing what worries you can be a little bit easier. Explore 
with the child if they like drawing and/or if they would like to just talk. 
- I’m going to ask you to help me to understand how you feel about 
drugs/alcohol  are you ok with those words or would you like to change 
drugs/alcohol to something else, it can be a made-up name? 
Opening exercise- getting to know you 
- Can you draw who you live with? 
Exploratory questions about family, names, any pets, is school nearby, 
friends/ family etc. 
Opening questions 
Prompt- sometimes talking about X in your family isn’t easy to do, to help me 
understand how you feel I’m going to ask you to draw another picture; 
- If drugs/ alcohol (or use made up name X) could turn into an animal 
what would it look like?  
- Can you tell me about x? 
Prompt: how would it talk, walk, what does it like to do? 





In-depth exploratory questions 
- How does X behave? 
Prompt- does it always behave like this? 
- What makes you know that x is around? 
- How does this make you feel? 
- Can you tell me about a time/memory when X made you feel the most 
worry? 
Prompt; what happened, how did it feel? 
- Can you tell me about some of the positive things about X? 
Prompt; does is laugh, play, is it silly? 
- How do you think other people in your house feel when they can see 
x? 
Ending questions 
- When X makes you feel …. (use words child has already shared) what 
helps you to feel better? 
- If you had a problem and were worried about X who are the trusted 
people in your life that can help?   
Prompt- explore proximity, are they nearby, phone contact, does child 
have a phone or access to a phone, neighbours, school, friends etc. 
Is X ok with you asking for help? 
- Do you think there is anything that could help X to feel better? 
Prompts- what do you think X would like to do in the future? 
Before creative interview comes to an end; 
- Check with the child if they have had enough time, is there anything 
else that they would like to share but that I haven’t asked them 
- Are there any questions they think I should have asked them? 
- Check with the child if there is anything, they need help with today that 
I can ask their Mosaic worker to help them with. 
- Thank you for taking the time to share your feelings with me to today, 





Appendix 8- Interview schedule for high school aged children  
 
Creative interview guide 
Introduction 
- Recap participation sheet 
- Recap understanding of confidentiality  
- Explain to the child that their parents and Mosaic worker have told me 
a little about how drugs/alcohol are a worry for them and that parents 
are ok with them meeting me today (giving child permission to talk) 
- Explain the process- I will ask them questions about how they feel 
about their parent’s drug/alcohol use and what helps them to feel like 
they can cope. 
- Sometimes talking, especially to somebody they don’t know can be 
tough and so if they prefer, we can use art as a way to draw their 
thoughts and feelings. Check their preference. 
-  
The Resilience tree- for children you would prefer to draw 
This exercise supports children, partly older children to explore their worries/ 
stresses as well as what helps them to cope 
Interviewer- draws a tree, and talks about the tree. How the roots draw water 
from the earth to keep it alive and keep it upright in high winds, the thicker 
stronger roots help to keep it rooted to the ground, roots grow throughout the 
trees life.  
The trunk is also strong and stable and what helps the tree to be sturdy even 
when the wind blows.  
The branches are the wobbliest part of the tree and in gusts of winds they 





Prompt the child to think about the roots that help to keep them safe. Next 
the trunk which is the strong part of them, what makes them feel good about 
themselves and then the branches- the worries, what shakes your branches. 
Encourage the child to draw their tree 
Opening questions 
- Can you tell be about the worries you have drawn/written on the 
branches? 
Prompt- when you look at them what thoughts come to mind 
- Can you tell me about how you feel about drugs/ alcohol being in your 
family’s life? 
Prompt- frequency- how often is it around, how does this makes you 
feel? 
- Can you tell me about a memory you have about drugs/alcohol and 
what happened? 
Prompt- how did you feel? How did you cope? 
- Do drugs/alcohol link up with other worries you have drawn on the 
branches? 
Prompts- money, food, friends, parents, teachers, school 
- How do you think other people in your house feel when they can see 
drugs/alcohol? 
- What are the positives if any of drugs/alcohol being in your life? 
- What would you say the negatives are? 
- Has problems with drugs /alcohol in your family changed the way you 
think or feel about yourself? 
Prompt- What do you think your family thinks you feel? 
Trunk 
- What helps you to cope when drugs/alcohol is a worry? 






- Can you tell me about if you think there is anything missing in your life 
that you think  would help you to cope?  
Roots 
- When drugs/alcohol makes you feel (use language already used by 
child)… who are the trusted adults in your life that can help? 
Prompts- proximity, phone, does child have access to a phone, how 
often do you see them, do they understand what you need? 
- How do you think your mum/dad feel about you asking for support? 
- What do you think are the most important things that children who 
have the same worries as you need, to be able to feel they can cope? 
 
Before creative interview comes to an end; 
- Check to see if the child feels they have had enough time, is there 
anything else that they would like to share but that I haven’t asked 
them? 
- Are there any questions they think I should have asked them? 
- Check with the child if there is anything, they need help with today that 
I can ask their Mosaic worker to help them with. 










Understanding the needs of children living with parental substance 
misuse: perspectives of children and professionals. 
1. Invitation to research  
Hello, my name is Hannah Todman, I am a Social Work PhD student at Manchester 
Metropolitan University. You may have met me before in my role as a Mosaic Family 
Worker, where I continue to work two days per week. 
I am conducting a research study which seeks to understand the needs of children 
living with parental substance misuse. This study also seeks to understand how better 
we as professionals can respond to the needs of these children. 
I would like to invite you to take part in this study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please 
take time to read the following information carefully. Ask questions if anything you 
read is not clear or you would like more information. Take time to decide whether or 
not to take part. 
2. Why have I been invited?  
You have been invited to participate in this research project, as the study requires 
information from front line professionals in direct contact with children and families, 
where parental substance misuse is a concern. You are being invited to attend a focus 
group which will consist of 6-8 professionals, where it is hoped naturally evolving 
conversations and discussions can take place. 
Your participation will provide insight and understanding in order for this study to 
answer the following research questions; 
-What do children need in order to promote and strengthen their emotional 
resilience and enable them, where appropriate to live safety with parents who 
misuse substances? 
-What changes are considered to be necessary in relation to legislation, policy, 






3. Do I have to take part?  
It is up to you to decide. We will describe the study and go through the information 
sheet, which we will give to you. We will then ask you to sign a consent form to show 
you agreed to take part. You are free to withdraw at any time, without giving a 
reason. 
4. What will I be asked to do?   
If you decide to take part, please contact me on the details at the end of this form. I 
will then send you details including the date, time and location of the focus group. It 
is anticipated that this will take place in a confidential venue within Stockport. 
Your participation will require you to attend one focus group, which will last for a 
maximum of two hours. This time includes preparation at the start for the research 
study information to be described and for the completion of consent forms. This time 
allocation also includes time to de-brief at the end if required. 
You will be encouraged to share your experiences of coming into contact with and 
supporting children living with parental substance misuse. 
5. Are there any risks if I participate? 
During the focus group sensitive and emotive issues will be explored. There is a risk 
information discussed and explored could be upsetting to listen to and to talk about. 
There will be time at the end of the focus group if you wish to debrief with members 
of the focus group. Each participant will be provided with a list of resources/ contacts 
able to provide support. 
Whilst every effort will be made to protect your anonymity, it is possible that when 
direct quotes are used in publications those present in the focus group may be able 
to identify that the quote was something you said. 
6. Are there any advantages if I participate?  
It cannot be promised that the study will help you on a personal level. However, the 
information gathered from your participation in the focus group will contribute to a 
better understanding of professional’s experience of working this group of children. 
As well as contribute to the development of practice tools to aid professionals when 
supporting families where parental substance misuse is a safeguarding concern.  
7. What will happen with the data I provide?  
If you agree to participate in this research, we will collect from you personally-
identifiable information.  
The Manchester Metropolitan University (‘the University’) is the Data Controller in 





The University is registered with the Information Commissioner’s Office (ICO), and 
manages personal data in accordance with the General Data Protection Regulation 
(GDPR) and the University’s Data Protection Policy.  
We collect personal data as part of this research (such as name, telephone numbers 
or age). As a public authority acting in the public interest we rely upon the ‘public 
task’ lawful basis. When we collect special category data (such as medical 
information or ethnicity) we rely upon the research and archiving purposes in the 
public interest lawful basis.   
Your rights to access, change or move your information are limited, as we need to 
manage your information in specific ways in order for the research to be reliable and 
accurate. If you withdraw from the study, we will keep the information about you 
that we have already obtained.  
We will not share your personal data collected in this form with any third parties. 
If your data is shared this will be under the terms of a Research Collaboration 
Agreement which defines use, and agrees confidentiality and information security 
provisions. It is the University’s policy to only publish anonymised data unless you 
have given your explicit written consent to be identified in the research. The 
University never sells personal data to third parties.  
We will only retain your personal data for as long as is necessary to achieve the 
research purpose.  
The focus group will be recorded by a Dictaphone and later transcribed by the 
researcher. The data collected for this study will be password protected and stored 
securely on the University server.  
The information obtained through the focus group will be anonymised; direct quotes 
from the focus group will be used in the final PhD thesis and in articles published or 
presented elsewhere.  
Care will be taken to ensure that any potentially identifying information contained in 
quotes is removed or altered to protect anonymity. 
For further information about use of your personal data and your data protection 
rights please see the University’s Data Protection Pages.  
If information which is discussed in the focus group causes me to think that you or 
another person is at significant risk of harm, I will have to breach confidentiality and 
follow the local authority safeguarding procedure. Where possible I will endeavour 
to inform you of any decision made to breach confidentiality. 
What will happen to the results of the research study?  
At the end of this PhD study, results will be summarised, analysed and submitted as 




journal. You will not be identifiable, unless as stated above a direct quote is used and 
those present in the focus group remember that it was you who said this. 
Findings from the focus group and direct quotes may also be disseminated at 
conferences and training events, all information will be anonymised, meaning no 
information which could identify you will be used. 
Who has reviewed this research project? 
This research project has received ethical approval from the ethics committee at 
Manchester Metropolitan University and has been reviewed by the researcher’s 
Director of Studies- Professor Hugh McLaughlin. 
Who do I contact if I have concerns about this study or I wish to complain? 
If you have any questions about the study, please contact the main researcher: 
hannah.todman@stu.mmu.ac.uk  
Alternatively, if you have a concern and do not wish to speak to the researcher you 
can contact: 
Professor Hugh McLaughlin- Director of Studies 
Department of Social Care and Social Work 
Manchester Metropolitan University 
Brooks Building, Birley  




Faculty head of Ethics via HPSCresearchdegrees@mmu.ac.uk 
Manchester Metropolitan University 
 Birley Campus 
M15 6GX 
If you have any concerns regarding the personal data collected from you, our Data 
Protection Officer can be contacted using the legal@mmu.ac.uk e-mail address, by 
calling 0161 247 3331 or in writing to: Data Protection Officer, Legal Services, All 
Saints Building, Manchester Metropolitan University, Manchester, M15 6BH. You 
also have a right to lodge a complaint in respect of the processing of your personal 
data with the Information Commissioner’s Office as the supervisory authority. Please 
see: https://ico.org.uk/global/contact-us/ 
 




Appendix 10- Focus Group Participants consent form  
 
Understanding the needs of children living 
with parental substance misuse: 
Perspectives of children and professionals 
 
Prior to completing this form please ensure that, you have read and 
understood the participant information sheet. 
Please sign parts 1-7 using your initials and then sign the consent form at the 
bottom if you agree to participate. If you are unsure or have any queries, 
please do not hesitate to speak with the researcher before consenting. 
1. I have read the participation and information sheet and fully 
understand the content. 
 
2. I have had the opportunity to ask any questions regarding the 
content of the participation sheet and any other questions I 
may have regarding my participation. 
 
3. I understand that my participation is voluntary. However, 
information I have already provided cannot be withdrawn.  
 
4. I understand that my contribution within the focus group will be 
recorded and transcribed, that information will be anonymised. 
Anonymity cannot be guaranteed as direct quotes maybe used 
in publications and be identifiable by those who were present 
in the focus group. 
 
5. I understand that any information I provide will remain 
confidential. I understand that my confidentiality will be 
breached if the researcher is led to believe that there is a risk 
of harm to myself or to others.  
 
6. Anonymised transcripts will be kept securely for a minimum of 













Appendix 11- Focus Group schedule 
 
Focus Group guide 
Welcome 
Introduce self….thank you for taking the time to join the focus group today. 
Invite participants to introduce themselves and their professional role. 
Our topic today is Understanding the needs of children living with Parental 
Substance Misuse.  
When referring to parental substance misuse, this refers to both alcohol and 
drugs and the word misuse is in reference to substance use being the primary 
concern in relation to safeguarding.  
Does anybody have any questions based on the participation sheet, does 
everybody have their signed consent forms? 
Your participation will provide insight and understanding in order for this study 
to answer the following research questions; 
- What do children need in order to promote and strengthen their 
emotional resilience and enable them, where appropriate, to live safely 
with parents who misuse substances? 
- What changes are considered to be necessary in relation to legislation, 
policy, training and practice to respond to the needs of these children? 
Guidelines 
- During the focus group sensitive and emotive issues will be explored, 
there is a risk that information discussed could be upsetting to listen to. 
There will be time at the end of the focus group if you need to debrief.  
 






- Please be respectful of one and other and allow each other time to 
share experiences without interruption. 
- The focus group will be recorded (with your permission) to allow me to 
type up all the information afterwards. For the purpose of recording and 
to ensure I don’t miss anything important please try as far possible not 
to talk over one and other. 
- Please can everybody have their phones on silent, if you need to 
respond to a call, please could you do so as quietly as possible and 
then then re-join the group as soon as you can. 
- Finally, my role as the focus group moderator is to guide the discussion, 
it is your experiences and your views which are important. I will ask 
questions to facilitate open discussion between you. 
Any questions before we start? 
Opening questions 
- When you hear the words parental substance misuse what thoughts 
come to mind? 
- What have been your experiences of supporting children living with 
parental substance misuse? 
Key questions 
- Think back to an experience where parental substance misuse was a 
safeguarding concern, can you describe your particular concerns? 
- Were there challenges you faced when supporting the child/ren and 
their family? 
- What helped or would have helped you most in supporting a child living 
with parental substance misuse? (in terms of services, wider family, 
training/ knowledge) 
- What do you think children living with parental substance misuse need 






- what factors do you think are most significant in helping to strengthen 
a child’s resilience, their ability to bounce back from the impact PSM? 
Follow up/ ending questions  
- What’s the greatest challenge you face when responding to Parental 
substance misuse and what should be done about it? 
 
- Is there anything I have missed in relation to your practice supporting 
children living with PSM that you feel is important for me to consider? 
- What changes do you think are important messages for commissioners 
and policy makers so we can better respond to the needs of children 
living with parental substance misuse? 
Summary from moderator …………. 
- Is my summary an accurate reflection of what we have explored/ 
discussed today? 
- Have I missed anything? 
Thank you for your time and for contributing to this research project. I will 
endeavour to keep you all up to date and inform you of any publications once 
the project is complete. 
 
 
 
 
